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ABSTRACT

In the field of medicine, empathic providers have been found to bring numerous benefits
to a clinical encounter as they are better able to elicit detailed and thorough case histories, build
rapport and therapeutic alliance with patients, and foster greater compliance with treatment
recommendations. Despite its multiple benefits, empathy has not been researched systematically
within the field of speech-language pathology. In medical training, empathy has been found to
decline by the time medical students are introduced to direct patient care. Currently, no
information is available regarding the empathy trajectory of novice speech-language
pathologists.
The goal of the current project was to determine the effect of one semester of clinical
experience on the perceived and self-reported empathy of novice speech-language pathology
clinicians during their first semester of graduate school. A convergent parallel mixed-method
design was used in two stages (pre/post). Both quantitative and qualitative data were gathered
concurrently during two distinct moments in time (i.e. pre-test: during the first week of exposure
to clients in clinic; post-test: at the end of the first semester of clinic). Quantitative and
qualitative data analyses were completed separately at the conclusion of each stage, with data
integration taking place during final interpretation.
Quantitative findings revealed that novice speech-language pathology students were able
to identify high vs. low levels of relational empathy as depicted in two video-recorded clinical
interviews using a modified CARE measure (Mercer, Maxwell, Heaney, & Watt, 2004) even
v

prior to exposure to clinical practice. In addition, these perceptions remained stable from pre-test
to post-test. Qualitative comments written by novice clinicians regarding each video were
analyzed using a-priori codes. Analysis of the qualitative data corroborated the quantitative
findings except for mild nuances pertaining to observations about the caregiver in the video,
which tended to occur more frequently at pre-test and less so at post-test. The significance of
these qualitative findings was questionable, but it was hypothesized that clinicians may have
become more “detached” from the caregiver’s perspective after they were exposed to direct work
with clients in the clinic.
Novice clinicians’ levels of self-reported empathy were also observed to remain stable
from pre-test to post-test, as evidenced by quantitative findings from the Empathy Assessment
Index (EAI - Segal, Gerdes, Lietz, Wagaman, & Geiger, 2017). Analysis of the subtests from the
EAI showed that all clinicians tended to have lower scores for emotional regulation as compared
with other components such as affective response, affective mentalizing, perspective taking, or
self-other awareness. Qualitative analysis of an exit interview in which novice clinicians were
asked to list the most frustrating and most rewarding aspects of their semester showed that
aspects of the semester which were perceived as frustrating were often balanced by those which
were perceived as rewarding. In addition, direct work with clients and caregivers was listed by
far as one of the most rewarding experiences for novice clinicians, particularly as it pertained to
client progress. Factors which could potentially lead into burnout were noted in the list of
frustrating items, but these occurred more infrequently.
Further investigations into the empathy trajectory of novice speech-language pathology
students are recommended especially using a cross-sectional or longitudinal design to determine
if empathy remains stable over the course of training or whether it suffers a decline as academic,
vi

personal, and patient/caseload demands become more challenging and multifaceted. Possible
investigations following clinicians after the completion of their clinical fellowship year would
also be recommended as novice clinicians transition from trainees to full-fledged providers.
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CHAPTER ONE:
INTRODUCTION
“By far, the most frequently used drug in general practice was the doctor.
It was not only the bottle of medicine or the box of pills that mattered,
but the way the doctor gave them.”
Michael Balint, 1957

The Evidence Based Practice Triangle and its Foundation
Over the past 20 years, the profession of speech-language pathology has undergone a
paradigmatic shift. With the emergence of evidence based practice (EBP) in medicine and allied
health professions, speech-language pathologists have been urged to transition from an opinionbased to an evidence-based standard of practice in order to optimize patient outcomes through
the selection of interventions that have the greatest chance of success (Davidson, 2005, p. 3).
EBP can be conceptualized as the triangulation of current best evidence, clinical expertise, and
client/patient values (Sackett, Rosenberg, Gray, Haynes, & Richardson, 1996).
Although all aspects of EBP have equal importance, the apex of the EBP triangle has
received more scientific scrutiny as compared to its base. As discussed by Davidson (2005), “the
‘research evidence’ component of EBP has attracted by far the greatest amount of attention, so
much so that the other aspects – clinician’s expertise and patient’s preferences – tend to be
overshadowed.” (p. 176). Within the same lines, Simmons-Mackie and Damico (2011) argued
that even though “subtle aspects of the clinical interaction can positively or negatively affect the
therapeutic relationship, the interactive element of therapy is not often described in effectiveness
research or evidence-based practice reviews.” (p. 37)
1

Duchan (2011b) argues that one key ingredient of therapeutic interactions is the
establishment of rapport. Loosely defined, rapport pertains to the connection or sympathetic
relationship established between two individuals (Walsh & Duchan, 2011). However, in speechlanguage pathology, rapport is often viewed as a peripheral component or “a mere lubricant in
the therapeutic process” (p. 297). In discussing the possible reasons why rapport is regarded in
this manner, Duchan mentions that the root of the problem may reside in how communication is
conceptualized. When communication is seen as a “conduit” in which messages are sent back
and forth between a sender and a receiver, the speech-language pathologist’s role is viewed as
that of “fixing what is broken.” However, when communication is seen as a dynamic and
interactive process, in which meaning is constantly being co-constructed, rapport suddenly
changes from a minor to a key player. Without rapport, attunement falls apart and
communication crumbles.
Considering communication through this lens makes us question what clinicians bring to
the table during clinical interactions and how their contributions affect clients. In particular, one
may ask what role is played by emotions in a therapeutic encounter, especially from the
perspective of the care provider. Typical conceptual frameworks in speech-language pathology
often neglect the role of emotions or cast them in an unfavorable light (Duchan, 2011a). As
pointed out by Hinckley (2008), “we have rarely put our own spotlight on the emotional
responses of the clinician, and how these interplay with the client’s emotional response or our
own selection of treatment procedures.” (p. xi) This is especially true within the medical model
of care, which has had a significant influence in the field of speech language pathology.
Clinical practice has often been termed to be both a science and an art (Leahy & Walsh,
2010). However, little inquiry has been conducted regarding the “art” of therapy, its components,
2

and its development during clinical education. Some clinicians may be described as being “gifted
by nature,” whereas others may struggle with the social aspects of a clinical encounter, or with
the often called “unmotivated” or “difficult patients.” What are personal traits, dispositional
attitudes, and interpersonal skills that clinicians should develop in order to become more skilled
at the art of therapy? Can those skills be taught?
When discussing emotions and the art of therapy, the topic of empathy arises as a critical
component. Research in medicine has shown that empathic providers elicit more detailed and
thorough case histories, facilitate patient disclosure, and identify concerns, barriers, and
educational needs more accurately (Halpern, 2001; Larson & Yao, 2005; Neumann et al., 2011;
Squier, 1990). Empathic providers are also more skilled at establishing rapport, building
therapeutic alliance, and reducing patient anxiety and stress (Neumann et al., 2007). In outcome
studies, empathy has been found to promote greater treatment adherence and improved health
outcomes (Hojat et al., 2011; Rakel et al., 2011; Rakel et al., 2009). Empathy has also been
identified as a key predictor of patient satisfaction and enablement (Lewis, 1994; Mercer, Reilly,
& Watt, 2002).
Despite its multiple benefits, empathy has not been researched systematically within the
field of speech-language pathology. In medicine, it has been said that “the devil is in the third
year” (Hojat et al., 2009) and that empathy erodes as medical students are exposed to direct
patient care. Currently, no information is available regarding the empathy trajectory of novice
speech-language pathologists as they are introduced to clinical practice. The goal of the current
project is to take a first step to fill that gap in the literature.

3

In chapter 2, definitions of empathy are discussed, followed by issues pertaining to its
measurement. Empathy trajectories in trainees in medicine and other allied health professions are
reviewed next, and considerations are made regarding empathy in speech language pathology. In
chapter 3, a mixed methods approach is described to study the empathy trajectory of novice
speech-language pathology clinicians during their first semester of clinic exposure within the
context of a university setting. Results of the study are outlined in chapter 4, followed by a
discussion of the findings and suggestions for future research in chapter 5.
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CHAPTER TWO:
REVIEW OF RELEVANT LITERATURE

The Empathy Conundrum
Although researchers agree on the importance of empathy in human interaction, no
consensus exists regarding its definition (Batson, 2011; Gerdes & Segal, 2011; Hojat et al., 2009;
Pedersen, 2008, 2009; Preusche & Lamm, 2015). Batson (2011) suggests that part of the reason
for such disagreement is that researchers invoke empathy to provide answers to two distinct
theoretical questions: “1) how can one know what another person is thinking and feeling?; and 2)
what leads one person to respond with sensitivity and care to the suffering of another?” (Batson,
2011). These two questions are at the core of investigations of empathy within clinical settings.
In other words: 1) what informs a provider about a patient’s thoughts and feelings during a
clinical encounter? And 2) what motivates a provider to act in a caring and altruistic manner?
Given the disparities in conceptualization of empathy existent in the literature, two
distinct models of empathy will be discussed for the purposes of the current study. These
include: 1) a model of empathic communication in medical encounters and 2) a model of
interpersonal empathy as presented through the lens of social cognitive neuroscience. Both
models, in combination, may prove to be valuable to the study of empathy within the field of
speech-language pathology.

5

Empathy in Medical Communication
According to Preusche and Lamm (2015), empathy in medical education can be viewed
as a theoretical continuum ranging from more cognitive to more affective perspectives. Within
the more cognitive tradition, empathy is made synonymous with perspective taking, whereas
sympathy is considered to be its affective (and often undesirable) counterpart (Hojat, 2007).
Physicians within this school of thought are encouraged to maintain objectivity, equanimity, and
emotional detachment in order to avoid being influenced by their own emotions in clinical
interactions (Halpern, 2001). Empathy interventions in this context often focus on
communication skills training for providers (Preusche & Lamm, 2015).
One definition of clinical empathy that favors a cognitive orientation can be found in the
work of Mercer and Reynolds (2002). In their conceptualization, clinical empathy is described as
the ability to “a) to understand the patient’s situation, perspective and feelings (and their attached
meanings); b) to communicate that understanding and check its accuracy; and, c) to act on that
understanding with the patient in a helpful (therapeutic way)” (p. S11).
Over the past decade, several authors have disputed the view of clinical empathy as
“detached concern” and have proposed a more affectively-balanced and less dichotomous
conceptualization involving engagement, curiosity, and openness towards patients’ experiences
(Halpern, 2001, 2003, 2012; Shapiro, 2012) . Halpern argues that empathy requires both
curiosity and emotional attunement and claims that “both sympathetic merging and detached
understanding lack empathy’s value for diagnosing and for developing a therapeutic alliance.
First, empathy focuses on the patient’s particular perspective – not on emotional or intellectual
generalizations. Second, empathy involves acknowledging that you don’t fully understand how
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the patient feels are curious to learn more. Third, detached, intellectual curiosity lacks the
resonance with the patient’s emotions that guides the listener to imagine how it feels to be in the
patient’s position. Fourth, empathy often requires tolerating emotional ambivalence. For
example, a clinician may be frustrated because a patient neglects her own health. The caregiver
needs to accept both the patient’s feelings and her own to listen attentively to the patient.”
(Halpern, 2001, p. xii). In this sense, Halpern calls for a dynamic dialectal interaction between
emotions and reasoning as opposed to emotional suppression or unilateral control of cognition
over emotions in a medical consultation setting. As discussed by Preusche and Lamm (2015),
this dynamic view of empathy has been corroborated by models proposed within the social
cognitive neuroscience (SCN) literature, as will be discussed in the next section.

Interpersonal Empathy through the Lens of Social Cognitive Neuroscience
The relatively new field of SCN has taken a particular interest in the study of empathy
over the past ten years. Within this interdisciplinary field of inquiry, empathy has been broadly
defined as the ability to experience and understand what others feel while maintaining awareness
of the boundaries between self and other (Decety, 2015; Decety & Fotopoulou, 2015; Decety,
Smith, Norman, & Halpern, 2014; Preusche & Lamm, 2015). In the SCN literature, the
experience of empathy is described as involving both affective (bottom-up) as well as cognitive
(top-down) neural processes, which are deeply interrelated and interdependent.
Bottom-up processes are reliant on structures and networks that are phylogenetically
older such as the brainstem, limbic system, hypothalamus, parahippocampal cortex, amygdala
and interconnected areas. They are activated either by external perceptions or internal mental
7

representations (e.g. imagination; memories). Bottom-up processes are fast and automatic unless
inhibited by top-down processes. They provide the substrates within which perception-action
coupling, emotional attunement, and affect sharing takes place. Top-down processes, on the
other hand, are dependent on structures that mature later in development, such as the prefrontal
cortex and its multiple interconnections with other cortical structures such as the temporoparietal
junction (Decety & Svetlova, 2012).
Top-down processes are heavily dependent on executive skills and the “representational
properties of language” (Decety & Lamm, 2006, p. 1148). They are responsible for the mental
flexibility required for mentalizing (also referred to as theory of mind or perspective taking).
Finally, executive control and self-regulation allow for the modulation of affective sharing,
allowing the self to partake in the experiences of others without being overcome by empathic
overarousal or emotional distress.
When considered through these lenses, empathy becomes less of a fixed personality trait
(which one may or may not have) and becomes more of a skill or ability, which could potentially
be harnessed, trained, and modified. In fact, Decety and Cowell (2014a, 2014b, 2015), point out
that several factors may have a modulating effect on one’s empathic experience. These include apriori attitudes, stereotypes, group preferences, and group membership. In medicine, factors such
as age and gender have been shown to have a modulating effect on one’s empathic experience
(Chen, Lew, Hershman, & Orlander, 2007; DiLalla, Hull, & Dorsey, 2004; Hojat et al., 2009). In
the same vein, Lietz et al. (2011) has shown how individuals raised within a lower SES status
tended to show greater frequency of empathic attitudes as compared with participants from
higher SES. Other experiences which may lead to enhanced empathy skills include: 1) previous
volunteering experiences; 2) previous contact with individuals with disability; 3) training within
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the arts; and 4) a higher level of cultural awareness (Segal, Cimino, Gerdes, Harmon, &
Wagaman, 2013).
In addition, the model of empathy proposed by the SCN literature also allows for a better
differentiation between empathy and other related phenomena. For instance, emotional contagion
(i.e. automatic emotional response in which one tends to mimic and synchronize facial
expressions, vocalizations, and postures with those of another) may be a precursor to an
empathic experience, but it is not synonymous with it. Similarly, empathy may be a precursor to
sympathy (concern for another) and altruism (the motivation to help another despite possible
personal cost). However, a poorly regulated empathic experience may lead to overarousal and
personal distress, which may lead to avoidance (as opposed to prosocial) behaviors. Examples of
conceptual distinctions discussed within the SCN literature are outlined in table 1.

Table 1:

Constructs Related to (but Distinct from) Empathy

Concept

Definition

Altruism

Pro-social behavior that benefits the recipient at the cost of the donor (Decety & Svetlova,
2012). Opposite of egoism; desire to help another even at great cost to self (Batson, 2012)

Emotional contagion

Automatic emotional response in which a similar emotion is aroused in the observer as a
direct result of perceiving the expressed emotion in another (Decety & Svetlova, 2012);
Tendency to automatically mimic and synchronize facial expressions, vocalizations, and
postures with those of another in order to converge emotionally (Decety & Cowell, 2015;
Decety & Meyer, 2008). May be a precursor to empathy, but is not synonymous with it.
Other-oriented emotional response based on the perception of the needs of another
(Decety & Svetlova, 2012); Feeling of sorrow or concern for someone based on their
emotional state or condition. Motivated towards the other as opposed to the self (Gerdes,
2011) .

Empathic concern
Sympathy
Compassion
Personal (or
emotional) distress
Pity

Aversive, self-oriented reaction in response to distress of another; often leads to avoidance
behavior (Decety & Svetlova, 2012)
According to Gerdes (2011), the concept of pity has gone through several incarnations
over the centuries. Currently, it is viewed as a contemptuous and condescending form of
“feeling sorry” for someone; its focus is often blameworthy and destructive.
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Measurement of Empathy in Medicine and Allied Health Professions
To date, three systematic reviews have been conducted looking at empathy measures
within the medical (Hemmerdinger, Stoddart, & Lilford, 2007; Pedersen, 2009) and nursing (Yu
& Kirk, 2009) fields. Across these three literature reviews, three types of empathy measures
were identified: self-rating (first person assessment), observational (second person assessment),
and patient-rated (third person assessment).
Self-rating measures are the preferred method of assessment in empathy studies,
primarily due to their ease of use and administration. Their conceptual focus range from more
cognitive (e.g. Jefferson Scale of Physician Empathy – JSPE; Hogan’s Empathy Scale – HES), to
more affective (e.g. Balanced Emotional Empathy Scale – BEES), to a more balanced approach
encompassing both cognitive and affective components (e.g. Interpersonal Reactivity Index –
IRI). Thus, much variability was identified regarding what aspects of empathy were being
measured and whether it was in fact empathy (vs. a related construct) that was the focus of the
assessment. For instance, some argue that the “Empathic Concern” subtest of the IRI actually
measures sympathy as opposed to a component of empathy. One self-rating measure that has
attempted to overcome this shortcoming is the Empathy Assessment Index (EAI; Segal et al.,
2017). Developed by social workers with the goal of having wide applicability, the EAI is based
on a solid theoretical framework inspired by findings from the SCN literature, which define
empathy as a multidimensional construct with both emotional as well as cognitive components
(Gerdes, Lietz, & Segal, 2011; Gerdes, Segal, & Lietz, 2012; Inzunza, 2014; Lietz et al., 2011).
Observational measures (second person assessment) of empathy typically involve rating
scales used by researchers, supervisors, or standardized patients to assess the displayed behaviors
and communication styles of providers within the medical context. Examples of such measures
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include the La Monica’s Empathy Construct Rating Scale (ECRS; La Monica, 1981), which
actually includes self-ratings, peer-ratings, and patient-ratings, the Reynold’s Empathy Scale
(RES; Reynolds, 2000), the Roter Interaction Analysis System (RIAS; Roter & Larson, 2002),
and the Four Habits Coding Scheme (FHCS; Krupat, Frankel, Stein, & Irish, 2006). While
discussing the use of observational measures in empathy research Pedersen (2009) commented
that these instruments tend to neglect experiences which are not readily available to the naked
eye and may “contribute to implicit assumptions about the physicians’ or patients’ concrete
experiences and interpretations.” In addition, some of these measures were also considered to be
rather rigid in their coding categories, making it difficult to classify or categorize behaviors in
interactions which were highly specific (e.g. what a patient with a history of chronic pain may
consider empathetic in their provider may not necessarily align with what a patient with a history
of mental illness would regard as empathetic).
Finally, patient-rated assessments (third person assessment) constitute rating measures
that are completed specifically by the patients themselves to judge their perceptions of medical
providers’ empathy levels. As pointed out by Yu and Kirk (2009), user-centeredness was not
taken into consideration by most patient-rated measures. Considering that the recipients of
empathic behaviors in healthcare are the patients themselves, it is interesting that there is a
paucity of such instruments in the literature. Two measures exist within the context of counseling
which could be used to elicit patients’ assessments. These are the Barret-Lennard’s relationship
inventory (BLRI; Barrett-Lennard, 1962, 1976, 1981) and Carkhuff rating scales (Carkhuff,
1969a, 1969b). However, neither of the two scales was developed with any input from patients or
clients during their conceptualization. More recently, the Consultation and Relational Empathy
measure was developed in the United Kingdom. Differently from other patient-rated measures,
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the CARE measure was developed specifically for use within the field of general medical
practice, and it was developed with extensive input from patients within both high and low social
deprivation (CARE; Mercer et al., 2004; Mercer, McConnachie, Maxwell, Heaney, & Watt,
2005).

Is There a Gold Standard?
Currently, no single gold standard is recommended for the measurement of empathy.
However, across all three systematic reviews, recommendations were made for a multimodality
approach in order to capture the various facets of empathy more completely (Yu & Kirk, 2009).
Preusche and Lamm (2015) recommended that researchers select their empathy measures
depending on their theoretical approach and their research question. For instance, when
investigating more affective aspects of empathy, an affective self-rating measure in conjunction
with a qualitative approach (e.g. reflective narratives from participants) may be recommended.
By its token, if focusing primarily on behavioral or communication-skill aspects of empathy
within the context of a clinical encounter, an observational rating measure might be most fitting.
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Empathic Pitfalls
In his review of empathy measures, Pedersen (2009) identified several shortcomings in
empirical studies of empathy within the fields of medicine and allied health. For instance, in
many studies empathy was not properly conceptualized, which made it difficult to determine
whether the appropriate type of measurement was being used. In addition, empathy was often
approached through a narrow scope, with an over-emphasis on quantitative self-report measures
that tended to be far removed from the context of clinical encounters. Qualitative or mixed
methodologies were used infrequently and the direct experiences of patients and physicians,
along with their feelings and interpretations of clinical interactions, were often not captured.
Finally, contextual factors, which could potentially influence medical training and working
conditions and could have an effect on the experience of empathy, were not included in most
studies.
Pedersen’s (2009) recommendations to overcome some of the outlined pitfalls included:
1) increased transparency regarding the conceptualization of empathy within empirical studies;
2) use of multiple modalities of assessment in order to attain a more well-rounded picture of the
various facets of empathy; 3) inclusion of patients’ perspectives, particularly patients who have
reduced decision-making capacity; and finally 4) adoption of mixed or qualitative methodologies
as opposed to quantitative studies alone.

Empathy Trajectories in Medicine and Allied Health Professions
Studies describing empathy profiles of students over the course of their training have
been conducted primarily within the field of medicine. In a systematic review addressing
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empathy trajectories of trainees during medical school and residency, Neumann et al. (2011)
identified a total of 18 studies published in English between January of 1990 and January of
2010 with a sample size of at least 30 participants. Psychometric and intervention studies were
excluded as they have been reviewed in other publications (please refer to Hemmerdinger et al.
(2007) and Pedersen (2009) for reviews of empathy measurement and Stepien and Baernstein
(2006) for a review of intervention studies). The majority of studies included in Neumann et al.’s
review were conducted within the United States (i.e. one study from Poland and two studies from
the UK). All studies were quantitative in nature and used only self-report measures of empathy.
Measures included: the Jefferson Scale of Physician Empathy – Student version (JSPE-S), the
Balanced Emotion Empathy Scale (BEES), and the Interpersonal Reactivity Index (IRI). None of
the studies reported use of either mixed or qualitative methodologies. However, in one instance,
qualitative data was reported anecdotally within the discussion section (Hojat et al., 2009).
Of the 18 total studies included in Neumann et al.’s review, seven involved medical
residents and eleven involved medical students. Five of the studies involving medical residents
had a longitudinal design (Bellini, Baime, & Shea, 2002; Bellini & Shea, 2005; Rosen, Gimotty,
Shea, & Bellini, 2006; West et al., 2007; West et al., 2006), one had both longitudinal and crosssectional components (Mangione et al., 2002) and one had a cross-sectional design (Shanafelt et
al., 2005). All studies with a longitudinal component identified a significant downward trend in
empathy, whereas the study by Shanafelt et al. (2005), which was cross-sectional in nature, only
identified a slight downward trend.
Of the 11 studies involving medical students, three studies had a longitudinal design
(Hojat et al., 2004; Hojat et al., 2009; Newton, Barber, Clardy, Cleveland, & O'Sullivan, 2008)
and eight studies had a cross-sectional design (Austin, Evans, Magnus, & O'Hanlon, 2007; Chen
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et al., 2007; DiLalla et al., 2004; Kliszcz, Hebanowski, & Rembowski, 1998; Newton et al.,
2000; Stratton, Saunders, & Elam, 2008; Thomas et al., 2007; Todres, Tsimtsiou, Stephenson, &
Jones, 2010). Similarly to what was found in studies with medical residents, all three
longitudinal studies with medical students revealed significant declines in empathy as training
progressed, with change being most pronounced after students were exposed to clinical practice.
Six of the eight cross-sectional studies involving medical students corroborated findings of
empathy decline. The study by Newton et al. (2000) was the only one in which the downward
trend did not reach significance. The study by Todres et al. (2010) suggested stable emotional
intelligence scores during medical school. However, in that particular study, the construct of
empathy was never clearly defined and the assessment measure used addressed primarily
emotional intelligence as opposed to either emotional or cognitive aspects of empathy per se.
In several studies, females were reported to have higher empathy scores as compared
with males (Chen et al., 2007; DiLalla et al., 2004; Hojat, 2009; Hojat et al., 2004). Other
studies, however, found no interactions involving gender (Stratton et al., 2008). Trainees in
specialties that were more “people oriented” (e.g. general practice, internal medicine, pediatrics,
rehabilitation medicine, neurology) tended to have higher empathy scores as compared with
more “technology-oriented” specialties (e.g. pathology, surgery and its subspecialties, radiation
oncology, anesthesiology; Chen et al, 2007).
In an attempt to explore (and potentially explain) factors that could influence or moderate
trainees’ ability to empathize after exposure to clinical practice, Neumann et al. (2011) identified
two main trends: a) empathy levels tended to decline in medical school and residency especially
after trainees were exposed to direct patient care (Chen et al., 2007; Hojat et al., 2004; Hojat et
al., 2009; Kliszcz et al., 1998; Newton et al., 2008; Newton et al., 2000; Stratton, Elam, Murphy15

Spencer, & Quinlivan, 2005; Stratton et al., 2008); and b) trainees’ levels of personal distress
increased as their perceived quality of life declined (Bellini et al., 2002; Bellini & Shea, 2005;
DiLalla et al., 2004; Rosen et al., 2006; Stratton et al., 2008; Thomas et al., 2007; West et al.,
2006). Possible antecedents to these two factors included the presence of formal/informal
curricula and a hidden curriculum.
Aspects of the formal/informal curricula that could have an adverse effect on trainees
included: 1) short lengths of stay for patients, which limited trainees’ opportunities to build
rapport (Chen et al., 2007; Newton et al., 2008); 2) mentors who did not provide adequate role
models (Hojat et al., 2004; Hojat et al., 2009), and 3) learning environments focused on
technology and objectivity as opposed to more humanistic aspects of patient care (Chen et al.,
2007; Hojat et al., 2004). The influence of a hidden curriculum was also hypothesized, including
aspects such as: 1) high workloads with chronic lack of sleep and few opportunities for self-care;
2) loss of peer support and fear of becoming emotionally vulnerable in face of human suffering
demonstrated by patients and families (Stratton et al., 2005; Stratton et al., 2008); and 3) possible
mistreatment by supervisors and mentors in the form of belittlement, humiliation, gender
discrimination, or degradation (Hojat et al., 2004; Stratton et al., 2005; Stratton et al., 2008;
Thomas et al., 2007).
Similar declines in trainees’ empathy trajectories have been reported in other healthcare
professions such as nursing (Ward, Cody, Schaal, & Hojat, 2012) and dentistry (Sherman &
Cramer, 2005) in the United States. In a longitudinal study involving undergraduate nursing
students, Ward et al (2012) reported greater levels of empathy decline in undergraduate nursing
students who had higher number of patient encounters over the course of one year of training and
student nurses who had previous experience within the healthcare setting. Within the field of
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dentistry, Sherman and Cramer (2005) identified that students in the first year of dental school
achieved the highest empathy scores in a modified version of the JSPE as compared with
students in any other year of study afterwards. As in studies with medical students and residents,
gender differences were noted, with females obtaining higher score as compared with males.
One rather unique study by Yarascavitch, Regehr, Hodges, and Haas (2009) assessed
changes in empathy in dental students in two educational institutions in Canada using an adapted
measure of empathy with four domains (cognitive-professional/cognitive-personal, emotional –
professional/emotional-personal). Differently than Sherman and Cramer (2005), Yarascavitch et
al. (2009)’s findings revealed personal empathy scores (both cognitive and emotional) remained
unchanged relative to training. However, a decline in emotional empathy within the professional
domain was observed around the 3rd year of dental school whereas an increase in the cognitive
aspect of professional empathy was noted during the 3rd and 4th years. The authors reflect this
could probably be described as an adaptive strategy developed by dental students as they develop
a “professional persona” and learn how to distance themselves from patients’ emotional reactions
of pain or anxiety in especially during potentially uncomfortable or painful dental procedures.

Empathy Trajectories in Rehabilitation Providers
Studies investigating the empathy trajectories of allied health professionals working in
rehabilitation medicine have been few and far between. Brown et al. (2010) conducted a crosssectional study with occupational therapy (OT) students in Australia using the JSPE. Their
findings revealed that OTs in Australia displayed “a good level” of empathy on the JSPE
regardless of year of study. No significant differences were found for gender or age of
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participants. However, the number male participants and the number of participants over the age
of 25 were too low to render the comparisons truly meaningful.
Bayliss and Strunk (2015) conducted a cross-sectional / longitudinal study with three
cohorts of physical therapy (PT) graduate students and two cohorts of recently graduated PT
students in the United States. PT students were administered the Jefferson Scale of Empathy –
Healthcare Provider Student version (JSE-HPS – an adapted version of the JSPE) at the
beginning and at the end of each academic year for three consecutive years. Results revealed an
increase in empathy scores during the first year of PT studies, which decreased over time.
Lowest scores were attained at the end of the third year. Interestingly, however, a rebound in
scores was observed 6 months after graduation, with new graduates attaining the highest
empathy scores in the entire cohort. As found in other studies, female participants tended to
achieve higher empathy scores as compared with their male counterparts. It is possible that, not
unlike what was observed in medical training programs, PT students experience an erosion of
empathy around their third year of training due to the effects of the “hidden curriculum.” The
rebound in scores after graduation, however, added a new significant component to the puzzle. It
was hypothesized that the increased autonomy and job control attained by new graduates allowed
them increased flexibility in their use of empathic skills, leading to an overall increase in their
JSE-HPS scores.

Empathy in Speech-Language Pathology
Within the field of speech-language pathology, no studies have investigated the empathy
trajectories of novice clinicians during their years of clinical training. In fact, the construct of
empathy itself has received little attention in the speech-language pathology literature. In the
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Technical Report on Clinical Supervision in Speech-Language Pathology (ASHA, 2008),
empathy was listed as a desirable “interpersonal skill,” along with “active listening” (p. 14).
However, no clear operational definition of the term or guidance on how to foster it in clinical
practice was provided. Similarly, a search of the term “empathy” in the American SpeechLanguage and Hearing Association website (www.asha.org) yielded publications in the ASHA
Leader as well as ASHA Convention papers, but no clinical research studies on the subject were
identified.
Within the context of clinical supervision in speech-language pathology, emphasis has
been placed on the development of “problem solving, self-analysis, and self-evaluation to
develop clinical effectiveness” (ASHA, 2008, p. 13). As discussed in the literature review, selfawareness is a critical component of cognitive empathy. Along with perspective taking, selfawareness allows for the distinction and meta-representation of the self in relation to the other,
and the evaluation of potential sources of emotional distress that may need to be addressed and
self-regulated within the context of clinical interactions. To that effect, the use of reflective
practices in speech-language pathology holds promise for successful interventions that may
foster the development and maintenance of empathy within our field. However, Caty, Kinsella,
and Doyle (2015) identified a paucity of research publications in speech-language pathology
focusing directly on reflective practice. Additionally, the conceptualization of the process itself
was either lacking or limited and incomplete.
Perhaps even more basic and fundamental than the ability to introspect and reflect on
one’s own clinical practice is the ability to recognize patterns of behavior that are deemed to be
relevant and worthy of attention within a clinical interaction. Not unlike a cardiologist who, with
years of training, attunes his ears to the differences between a heart murmur and a healthy heart,
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clinical providers often develop sharper and more attuned set of “clinical eyes” that capture
nuances in behavior and identify the presence of therapeutic opportunities more readily as a
result of experience. This skill may be particularly important for the identification of empathic
opportunities, which are often turning points within a therapeutic encounter.
Within the context of therapeutic encounters, initial interviews offer a unique opportunity
for the study of empathy. According to Lipkin, Putnam, and Lazare (1995), “medical
interviewing is a core clinical skill. It is the medium of doctor/patient communication and
relationship, the most important single source of diagnostic data, the means through which we
elicit the patient’s partnership and participation in the process of care.” (p. ix). Ferguson (2008)
points out that within the field of speech-language pathology, the initial assessment session
typically reflects the genre of the medical interview (Ferguson, 2008). Within such sessions,
temporally organized stages and procedures were identified including “greetings, rapport
building, procedural orientation, case history, observation and testing, provision diagnosis and
description plan, and leave-taking.” (Ferguson, 2008, p. 99).
Every client-clinician therapeutic relationship within speech pathology is typically
initiated by a clinical interview and a case history intake from a client, a family member, or a
caregiver. It is typically within the context of this initial interaction that the tone of the
relationship between the two parties is defined (i.e. power asymmetry/equality) and therapeutic
alliance is fostered. As pointed out by Bloom and Cooperman (1992), “the relationship
established within the first three sessions, which appears to depend heavily on the client’s ability
to relate comfortably and productively to the clinician, typically is not modified during the
course of treatment.” (p. 27) It is during the initial interview that clinicians have the very first
opportunity to establish rapport and build a therapeutic relationship with a new client. Even
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though relational empathy will certainly evolve over time (especially for interactions that involve
multiple treatment sessions) the initial seed is planted during the case history gathering. Thus,
strong interviewing skills are of paramount importance for any practitioner within the field of
speech-language pathology.
To date, no research in the speech-language pathology literature has been conducted
regarding; 1) the recognition (vs. the expression) of empathic attitudes, behaviors, and
communicative styles within initial clinical interactions; 2) the changes in a novice clinician’s
observational skills as a results of exposure to clinical practice; and 3) potential changes in selfreported empathy in novice clinicians as a result of exposure to clinical practice.

Research Questions
Bearing these considerations in mind, the research questions this study aims to answer are
as follows:
1) Can novice speech-language pathology clinicians, prior to exposure to clinical
practica at the Communication Disorders Clinic at the University of South Florida,
identify high vs. low levels of relational empathy as measured by an adaptation of the
Consultation and Relational Empathy (CARE) rating scale (Mercer et al., 2004) in
video-recorded interactions of SLPs conducting case history interviews with
caregivers of individuals with a communication disorder?
2) Are there changes in novice clinicians’ perceptions of relational empathy as measured
by an adaptation of the CARE rating scale? If so:
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a. Do perceptions of relational empathy change as a function of time (i.e. pre vs.
post ratings)?
b. Do perceptions of relational empathy co-vary with other parameters which
have been found to have an impact on empathy scores in the literature (e.g.
age, gender, SES during childhood, ethnicity, or level of education)?
c. Do perceptions of relational empathy change as a function of the type of
practica to which novice clinicians are first exposed (i.e. pediatric vs. adult
client context)?
d. Do open-ended descriptions of novice clinicians’ impressions of relational
empathy help explain ratings obtained using the adapted CARE measure?
3) Are there changes in novice clinicians’ self-reported levels of empathy as measured
by the Empathy Assessment Index (EAI) (Segal et al., 2017)? If so:
a. Do self-reported levels of empathy change as a function of time (i.e. pre vs.
post EAI scores)?
b. Do self-reported levels of empathy co-vary with other parameters which have
been found to have an impact on empathy scores in the literature (e.g. age,
gender, SES during childhood, ethnicity, or level of education?)
c. Do self-reported levels of empathy change as a function of the type of practica
to which clinicians are first exposed (i.e. pediatric vs. adult client context)?
d. Can themes which emerge from a semi-structured debriefing questionnaire
provide relevant context regarding positive or negative aspects of
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interpersonal interactions which may modulate novice clinicians’ experience
of empathy in the clinical context?
4) Is there a relationship between novice clinicians’ perceptions of relational empathy as
measured by CARE ratings and novice clinicians’ self-reported levels of empathy as
measured by the EAI? If so:
a. What is the relationship between perceptions of relational empathy (as
measured by CARE ratings) and self-reported levels of empathy (as measured
by the EAI)?
b. Does the relationship between perceptions of relational empathy as measured
by CARE ratings and self-reported levels of empathy as measured by the EAI
remain stable over time?
It was hypothesized that novice clinicians would be able to distinguish between low vs.
high levels of relational empathy as depicted in two videos of clinical interviews even prior to
exposure to clinical practice. However, it was also hypothesized that novice clinicians’ CARE
ratings would decline (i.e. become harsher) for a video depicting lower levels of relational
empathy and increase (i.e. become more positive) for a video depicting higher levels of relational
empathy as a function of time and exposure to clinical practice. It was predicted that the change
in ratings might be more pronounced depending on whether the type of video and the type of
practica completed by novice clinicians matched (i.e. novice clinicians who had worked with
pediatric clients and their families might become more skilled at identifying positive vs. negative
dynamics in clinical interactions within that context).
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As discussed in the literature review, longitudinal studies involving medical students
identified a decline in self-reported empathy around the third year of residency, which was
typically the time during which residents were exposed to direct patient care (Chen,
Kirshenbaum, Yan, Kirshenbaum, & Aseltine, 2012; Hojat et al., 2004; Hojat et al., 2009). A
decline in self-reported empathy was also observed in nursing (Ward et al., 2012), and physical
therapy (Bayliss & Strunk, 2015). No previous literature is available regarding empathy in
clinical education in speech-language pathology. It is possible that a decline in EAI scores would
be observed for novice clinicians during their first exposure to direct client care. However, it
would be relevant to consider the specific context of the novice clinicians recruited for the
present study as well as the population of clients with whom they interacted. The clients
attending the Communication Disorders Clinic at USF were medically stable and were attending
an outpatient setting because they were motivated to improve or have family members and
caregivers who are invested in their improvement. Thus, novice clinicians would be more likely
to be exposed to a more supportive therapeutic environment in which empathy might be
enhanced and fostered. With these considerations in mind, it was possible that within the specific
setting of speech-language pathology training in an in-house clinic at a University program, selfreported scores as measured by the EAI would increase over the course of one semester of clinic
exposure.
Finally, it was hypothesized there would be a positive correlation between self-reported
empathy (as measured by the EAI) and the CARE ratings for the “high empathy” video and a
negative correlation between self-reported empathy and the CARE ratings for the “low empathy”
video during both pre-test as well as post-test.
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CHAPTER THREE:
METHODS

Study Design
A mixed methodology was selected given the flexibility that it affords in the investigation
of multifaceted constructs such as empathy within the context of clinical education (Creswell,
Fetters, Plano Clark, & Morales, 2009; Fetters, Curry, & Creswell, 2013). A convergent parallel
mixed-method design (Creswell & Clark, 2011; Creswell & Zhang, 2009) was used in two stages
(pre/post) to assess changes in perception of relational empathy and self-reported empathy in
novice clinicians in the field of speech-language pathology during their first semester of clinic at
the University of South Florida (USF). Both quantitative and qualitative data were gathered
concurrently during two distinct moments in time (i.e. pre-test: during the first week of exposure
to clients in clinic; post-test: at the end of the first semester of clinic). Quantitative and
qualitative data analyses were completed separately at the conclusion of each stage, with data
integration taking place during final interpretation (Creswell & Clark, 2011; Kettles, Creswell, &
Zhang, 2011) . A visual depiction of the design of the study is shown in figure 1.

Participants, Recruitment, and Informed Consent
Two groups of participants were recruited for the study: speech-language pathology
supervisors and novice speech-language pathology clinicians. Supervisors were involved solely
in the validation of the video-recorded interactions used as stimuli to address research questions
25

1 and 2. Novice speech-language pathology clinicians were the primary participants and were
engaged in both the pre-test and post-test phases of the study.

Pre-Test: Start of clinic

Post-Test: End of clinic

Demographic Questionnaire
(QUANT)

Semi-structured debriefing
questionnaire (QUAL)

Video Ratings using CARE
(QUANT)

Video Ratings using CARE
(QUANT)

Video comments and
impressions (QUAL)

Video comments and
impressions (QUAL)

Empathy self-assessment - EAI
(QUANT)

Empathy self-assessment - EAI
(QUANT)

QUANT
Data
analysis

Data
integration

QUAL
Data
analysis

Notes: QUANT = quantitative measure; QUAL = qualitative measure

Figure 1: Convergent parallel mixed design in two stages (pre/post).

Inclusion Criteria and Recruitment of Speech-Language Pathology Supervisors
All supervisors were recruited from the USF Communication Sciences and Disorders
(CSD) and affiliated clinics. All recruitment protocols were submitted for approval from the
Institutional Review Board (IRB – see approval letters in appendices 18 and 19). Inclusion
criteria for participation in the study were a minimum of five years of experience as a clinical
supervisor and consent to participate in the study. Supervisors were recruited by personal and
electronic communication.
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Description of Supervisors
A total of 12 supervisors agreed to participate in the video validation process. Supervisors
ranged in age from 35 to 62 years (M = 45 years; SD = 10.2 years). Eleven out of the twelve
supervisors were female. Two of the supervisors were Hispanic in origin, whereas the remaining
ten were Caucasian. Nine of the supervisors had their master’s degree and three of the
supervisors had a doctoral degree. Nine of the supervisors worked primarily with adults, whereas
the remaining three worked with pediatric clients. Clinicians’ years of experience ranged from 5
to forty (M = 18 years; SD = 9.7 years).

Inclusion Criteria and Recruitment of Novice Speech-Language Pathology
Clinicians
Novice speech-language pathology clinicians were recruited from a convenience sample
of students admitted for their first year in the speech-language pathology program at USF. All
recruitment protocols were submitted for approval from the Institutional Review Board (IRB).
Novice clinicians were approached at the beginning of their first semester in clinic in the
Communication Sciences and Disorders (CSD) program. Inclusion criteria for participation in
the study were enrollment in practica and consent to participate in the study.
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Description of Novice Speech-Language Pathology Clinicians
Upon admission to the speech-language pathology program at USF, all novice clinicians
were assigned by the clinic director to one of two tracks: language and phonology (LP)
practicum or voice, fluency, and neurogenic disorders (VFN) practicum. The type of practica to
which a novice clinician was assigned was taken into consideration during the study as one of the
variables that could potentially influence their empathy trajectory. The major focus of the study,
however, was a descriptive observation of changes in self-reported empathy and perception of
relational empathy in clinical interactions from the beginning to the end of each clinician’s first
semester in clinic in the absence of any specific empathy intervention protocol. Since the current
study was more descriptive and exploratory in nature, the lack of a control group was not
considered to be a significant threat to the study design.
A total of 56 novice speech-language pathology clinicians enrolled in their first semester
of coursework and clinical practica at USF in the Fall of 2015. All clinicians agreed to take part
in the study. A total of five clinicians withdrew from the master’s program before the end of the
first semester and did not participate in post-test measures. By the end of the study, 25
participants concluded both the pre-test and post-test measures for the LP practica and 26
participants concluded both the pre-test and post-test for VFN practica. Novice clinicians
enrolled in the study ranged in age from 21 to 55 years (M = 25.1 years; SD = 7.75 years), with
most students being under the age of 25. The majority of the sample was female and Caucasian.
Ten of the participants had a previous degree (8 post-baccalaureates, with 2 participants having a
Master’s level education prior to entering into the CSD program). The majority of the sample
identified themselves as belonging to the middle class and upper middle class (only 8 out of 56

28

participants identified themselves as coming from poor or working class families). Demographic
information for the sample is depicted in table 2.
Table 2:

Demographic Information of the Sample
LP
n=25
(% occurrence)

Description

VFN
n=26
(% occurrence)

<=25 years
>25years

19 (76%)
6 (24%)

25 (96%)
1 (4%)

Female
Male
Caucasian
Hispanic
Asian

23 (92%)
2 (8%)
19 (76%)
6 (24%)
0 (0%)

24 (92%)
2 (8%)
22 (84%)
1 (4%)
3 (12%)

Highest Level of
Education

Bachelor’s
Post-baccalaureate
Master’s degree

20 (80%)
4 (16%)
1 (4%)

23 (88%)
3 (12%)
0 (0%)

SES during childhood

Poor
Working class
Middle class
Upper middle class

1 (4%)
1 (4%)
12 (48%)
11 (44%)

1 (4%)
4 (15%)
13 (50%)
8 (31%)

Age
Gender
Ethnicity

Academic Coursework and Clinical Caseload of Novice Clinicians during Their
First Semester
All students admitted to the program were enrolled in clinic as well as academic courses
during their first semester. Students in the LP practica were enrolled in the following academic
courses: 1) Language Learning in the School Age Years; 2) Diagnostic Principles and Practices;
3) Phonology. Students in the VFN practica were enrolled in the following academic courses: 1)
Aphasia and Related Disorders; 2) Advanced Phonology; and 3) Fluency Disorders.
Novice clinicians’ clinical caseload consisted of one to three individual clients as well as
group treatments. Each novice clinician worked with a clinical supervisor, who provided
guidance and support during both diagnostic as well as treatment encounters. A detailed listing
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of the number of clients, their disorders, focus of treatment, whether or not clients participated in
group treatment is included in Appendices 10 and 11.
Quantitative Measures
Novice clinicians were administered the following quantitative measures: 1) demographic
questionnaire; b) the Consultation and Relational Empathy measure (CARE; Mercer et al.,
2004); and the Empathy Assessment Index (EAI; Segal et al., 2017).

Demographic Questionnaire
Data gathered included basic demographic information, such as age, gender, ethnicity,
language background, and prior level of education. The questionnaire also asked for information
that may have a modulating effect on the levels of empathy displayed by novice clinicians, such
as age, gender, and SES (Lietz et al., 2011; Segal et al., 2013). A copy of the questionnaire can
be found in appendix 1.
The Consultation and Relational Empathy Measure (CARE; Mercer et al., 2004)
The CARE measure is a patient-rated assessment of empathy developed in the United
Kingdom within a framework of holistic and patient-centered care (Mercer et al., 2004; Mercer
& Reilly, 2004; Mercer et al., 2002; Mercer & Reynolds, 2002). Relational empathy was defined
broadly as “the ability to communicate an understanding of patient’s world and to act on that
understanding in a therapeutic way” (Mercer et al., 2005, p. p. 328). The CARE measure was
conceptualized as a process (vs. outcome) measure that allows patients to give providers
immediate feedback regarding their level of relational empathy during their consultations
(Mercer et al., 2005). The CARE measure was developed with the intent to fill a need for patient30

assessed measures of empathy available for use within a clinical consultation setting of general
medical practice (Hemmerdinger et al., 2007; Pedersen, 2009).
The CARE measure consists of 10 items rated on a 6-point Likert-style scale ranging
from Poor (1) to Excellent (5) (a does not apply (0) option is also available). Total CARE ratings
can range from 0 to 50. Respondent instructions are stated as follows: “Please rate the following
statements about today’s consultation. Please tick the box for each statement and answer every
statement.” All questions are started with: “How was the doctor at…” Examples of items
include: “Making you feel at ease,” “Really listening,” “Being positive.” A small parenthetical
explanation is provided underneath each item. For instance, under “Making you feel at ease” the
explanation reads “being friendly and warm towards you, treating you with respect; not cold or
abrupt.”
Reliability and Validity of the CARE Measure. Initial item generation was based on
review of conceptual basis of empathy and commonly used measures (Mercer & Reynolds,
2002) as well as findings from qualitative work pertaining to patient’s views on holistic care
(Mercer & Reilly, 2004). The measure underwent a total of three pilot studies both in areas of
low as well as high deprivation, as it was important for the measure to be meaningful to patients
regardless of their SES background (Mercer et al., 2004). Concurrent validity was established
through strong correlations with existing measures such as the Reynold’s Empathy Scale (RES –
r=0.85, n=10, P<0.001) and the Barret-Lennard Empathy Subscale (BLESS – r=0.84, n=10,
P<0.001). Face and content validity was established through interviews with patients across all
three pilots, selected purposely to represent a range of empathy scores on the questionnaire, and
providers (i.e. general practitioners and expert researchers on consultation in general practice –
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included during the first pilot). The final version of the measure also showed high internal
reliability as measured by Cronbach’s α (0.93).
Use of the CARE Measure for Video Ratings. Although it was originally developed as
a patient-rated assessment of empathy, the CARE rating scale was used as an observational
measure of relational empathy for the purposes of the current study. Novice clinicians were
asked to rate the level of relational empathy in clinical interviews presented in two videos. The
wording of the CARE measure was modified to closely match the scenarios presented in each
video (e.g. “How was the clinician at… Making the mother feel at ease?”). See appendix 2 for a
copy of the adapted version of the CARE measure. Although there are other observational
measures of empathy developed for use within the context in healthcare such as the Roter
Interaction Analysis System (RIAS; Roter & Larson, 2002), the La Monica’s Empathy Construct
Rating Scale (ECRS; La Monica, Carew, Winder, Haase, & Blanchard, 1976), or the Reynold’s
Empathy Scale (RES; Reynolds, 2000), these measures were not selected due to: a) lack of a
clear conceptualization of empathy; b) insufficient validity and reliability; or c) complex
administration involving complicated coding systems which could not be readily used and
implemented by novice clinicians during their first semester of clinic.
Video Content, Development, and Validation. Two videos were developed specifically
for the purposes of the study. Both videos depicted speech-language pathologists gathering case
history interviews. One of the videos was scripted to represent high levels of relational empathy,
whereas the other video was scripted to represent low levels of relational empathy (see
appendices 5 and 6 for video scripts). Videos were developed bearing in mind the sequence of
the ten items from the CARE measure (i.e. making the client feel at ease, letting the client tell
their story, really listening, being interested in them as a whole person, fully understanding
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concerns, showing care and compassion, being positive, explaining things clearly, helping clients
take control, making a plan of action). Within each video, the ten CARE items were either
present or absent. When present, items were depicted in either a positive or a negative light,
depending on the nature of the video (e.g. high empathy – positive; low empathy - negative).
Participants in the videos included the main author as well as a volunteer expert clinician with 12
years of clinical experience in speech-language pathology. Content of the scripted case history
interviews focused on a topic with high emotional valence (i.e. mother’s discussion of her
concerns regarding behaviors and developmental delays she had observed in her child – see
scripts in appendices 5 and 6 for details).
Videos were validated by a total of 12 experienced speech-language clinicians.
Experienced clinicians watched both videos and were asked to rate them using the modified
CARE measure. Order of presentation of the videos was randomized for each participant. A
paired samples t-test was conducted to compare the ratings of supervisors for the high vs. the low
empathy videos. Results revealed a significant difference in the ratings for the low empathy
video (M = 11.6, SD = 1.88) and the high empathy video (M = 46.25, SD = 6.18); t(11) = 18.56, p < .01. These results suggested that the level of relational empathy in both videos was
significantly different based on ratings from experienced speech-language pathologists.
Empathy Assessment Instrument (EAI; Segal et al., 2017)
The EAI is a self-report measure of interpersonal empathy that was developed within the
field of social work with the intent of overcoming limitations of existing empathy measures
which did not make a clear distinction between empathy and related constructs such as
compassion or sympathy (Gerdes, Segal, & Lietz, 2010; Inzunza, 2014). The measure was
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developed with the goal of having wide-reaching applicability and a solid conceptual foundation
of empathy as a multidimensional construct (Segal et al., 2013). The development of the EAI
was informed by recent findings from the social neuroscience literature. The measure is
organized as a Likert-style scale ranging from 1 (never) to 6 (always). Total EAI scores can
range from 22 to 132, with higher scores indicating greater empathy. EAI component scores
range from 4 to 24 or 5 to 30. Typical amount of time required for the administration of the EAI
is 5-10 minutes. The final version of the EAI contains 22 items which are divided into five
components: 1) affective response (AR) – 5 items; 2) affective mentalizing (AM) – 4 items; 3)
self-other awareness (SOA) – 4 items; 4) perspective taking (PT) – 5 items; and 5) emotion
regulation (ER) – 4 items. During test administration, the EAI is introduced as a “Human
Relations Survey” and all reference to specific measure components are dropped in an attempt to
minimize the effects of social desirability and bias in the respondents. Each of EAI components
is described in below.
Affective response (AR) component. Affective response is described as an emotional
component of empathy related to mirroring and emotional contagion. It is triggered upon direct
observation or exposure to emotionally charged stimuli. Affective responses are often
involuntary, automatic, and do not need conscious awareness or control in order to take effect.
Examples of AR items include: “When I see someone receive a gift that makes them happy, I
feel happy myself;” “When I see someone accidentally hit his or her thumb with a hammer, I feel
a flash of pain myself.”
Affective mentalizing (AM) component. Affective mentalizing is described as the
process of evaluating someone’s emotional state. It is categorized as a cognitive component as it
involves conscious and volitional processing of emotionally charged stimuli that may be
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presented directly (i.e. observation) or indirectly (i.e. reading about another person’s situation,
listening to the description of an emotionally charged event, recalling an emotional event from
memory). It is relevant to note that although both AR and AM address responses to emotional
stimuli, AR pertains to a more automatic/unconscious aspect of emotional processing, whereas
AM involves conscious appraisal of emotionally salient stimuli. Thus, AM may be considered
the emotional counterpart to theory of mind (ToM). Examples of AM items include: “I am good
at understanding other people’s emotions;” “I am aware of other people’s emotions.”
Self-other awareness (SOA) component. One key requirement in the definition of
empathy proposed by social cognitive neuroscience models is that while the “self” partakes in
the experience of the “other,” the two never merge or lose boundaries (Decety & Hodges, 2006;
Decety & Jackson, 2004; Decety & Lamm, 2006). In the EAI, the focus of the SOA component
is the awareness of the distinction between experiences that are generated in others vs. in the
individual themselves. Examples of SOA items include: “I can tell the difference between
someone else’s feelings and my own;” “I am aware of what other people think of me.”
Perspective taking (PT) component. Perspective taking is described as the ability to be
mentally flexible and “toggle” between two perspectives simultaneously. It is related to the
concept of ToM and the phenomenological experience of “placing oneself in someone else’s
shoes” (Gerdes, Lietz, et al., 2011). Examples of PT items include: “I consider other people’s
points of view in discussions;” “I can consider my point of view and another person’s point of
view at the same time.”
Emotion regulation (ER) component. Emotion regulation is the “internal ability to
change or control one’s own emotional experience.” (Gerdes & Segal, 2009, p. 119). Emotion
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regulation is especially relevant in the context of empathy when individuals are presented with
painful or aversive stimulation. If the vicarious experience of pain and distress is not properly
modulated, it may cause empathic overarousal, which may lead to aversion and withdrawal as
opposed to empathic concern and prosocial behavior. Four ER items are contained in the EAI,
two of which are reverse coded. An example of an ER item includes: “When I am unhappy or
upset, I get over I quickly.” An example of a reverse coded ER item is “Friends view me as a
moody person.”
Reliability and validity of the EAI. The EAI has undergone extensive psychometric
testing over the course of 4 years including exploratory factor analysis (EFA) (Gerdes, Lietz, et
al., 2011) confirmatory factor analysis (CFA) (Lietz et al., 2011), and differential item testing
(DIT) during a known-groups validity study involving social work providers and social work
service recipients (Gerdes, Geiger, Lietz, Wagaman, & Segal, 2012). It has included participants
of varied ages, socioeconomic status (SES), racial and ethnic backgrounds, academic and
professional backgrounds (Lietz et al., 2011). The generation of items for the measure was based
not only on extensive review of the literature on empathy measurement and conceptualization,
but also on consultation with experts on measure development and empathy as a subject matter
(Gerdes, 2011; Gerdes & Segal, 2009; Gerdes & Segal, 2011; Gerdes, Segal, Jackson, &
Mullins, 2011; Gerdes et al., 2010). Additionally, several focus groups with social work students
and social work practitioners were conducted to gather feedback during the process of item
generation (i.e. identification of items that were too broad, needed re-wording, were difficult to
understand, or could be interpreted as having more than one meaning) (Lietz et al., 2011). The
AR and PT components of the EAI have good concurrent validity as evidenced by moderate to
high correlations with the Empathy Concern (EC) and Perspective Taking (PT) subtests of the
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Interpersonal Reactivity Index (IRI) (Davis, 1996). Scores on the ER component of the EAI were
moderately correlated with the Cognitive Emotion Regulation Questionnaire (CERQ – short
version), an 18-item self-report measure of emotion regulation coping strategies (Garnefski &
Kraaij, 2006). The SOA subtest showed moderate negative correlation with the Mindfulness
Attention Awareness Scale (MAAS), a correlation that was expected to have an inverse direction
given that lower MAAS scores are indicative of higher levels of mindfulness (MacKillop &
Anderson, 2007). The EAI was also shown to have high internal consistency and test-retest
reliability as measured by Cronbach α coefficients, inter-item correlation within components, and
Person r results for rest-retest reliability of each component. Pearson r results across studies have
ranged from .74 to .85. Cronbach α scores for each component has ranged from .64 to .83
(Gerdes, Geiger, et al., 2012).
Even though other measures of empathy such as the Interpersonal Reactivity Index (IRI;
Davis, 1996) and the Jefferson Scale of Physician Empathy (JSPE; Hojat et al., 2001) have been
used more extensively in studies focusing on the empathy trajectory of healthcare providers
during training, the EAI was selected for the purposes of the current study due to the following
reasons: a) differently from the IRI, the EAI has been informed by a more recent
conceptualization of empathy as a multidimensional construct and has undergone more extensive
testing for construct validity and reliability; and b) prior studies using the JSPE in first year
medical students expressed concerns regarding the use of the measure in first year students as
several of the items in the measure might not have been interpreted accurately by students prior
to their exposure to clinical practice (Chen et al., 2007). The EAI was especially developed to be
accessible to a wide range of individuals regardless of levels of education or training in a healthrelated profession, and thus may be more suitable to assess the initial levels of empathy of novice
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clinicians prior to their exposure to direct contact with clients in the clinical setting; c) the JSPE
conceptualizes empathy primarily as a cognitive construct as opposed to the EAI which
approaches empathy from a more multifaceted perspective including both affective as well as
cognitive aspects.

Qualitative Measures
The two qualitative components of the study included a follow-up descriptive question
added to the CARE measure and a debriefing questionnaire which students were asked to
complete at the end of their first semester of clinical experience.

CARE Measure: Qualitative Component
In addition to rating the two videos using the CARE measure, novice clinicians were
asked to write an open-ended description of their impressions of each video clip. Specific
directions for the task read as follows: “What were your impressions of this clinical interaction?
Specifically, what emotions, attitudes, and behaviors demonstrated by each party were most
salient to you?” The intent for collecting qualitative data concomitantly with the CARE ratings
was to obtain a better-rounded context within which the CARE ratings could be interpreted. See
appendix 5 for a cover letter containing an explanation of the video ratings task for novice
clinicians and appendix 6 for the directions for the qualitative portion of the task.
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Semi-Structured Debriefing Questionnaire
At the conclusion of the study, novice clinicians completed a written debriefing
questionnaire in which they were asked to describe their clinical caseload, the coursework in
which they were enrolled concomitantly with clinic, and their perceptions of the supervision they
received. Additionally, novice clinicians were asked to reflect on positive/rewarding vs.
challenging/frustrating aspects of their experiences in clinic (see Appendix 7). When exposed to
the clinical setting, novice clinicians may experience positive reactions (i.e. compassion
satisfaction, altruism, and the desire to empower and affect positive change) as well as negative
reactions (i.e. empathic distress, burnout, and compassion fatigue). A descriptive understanding
of each clinician’s experience, in their own words, about aspects of their relationships in clinic
(i.e. with supervisors, clients, and caregivers) as well as their own interpretations of these
interactions may help explain and contextualize data findings of either maintenance or change in
empathy levels as measured by the EAI (Segal et al., 2017).

Procedures for Data Collection
Novice clinicians enrolled in the Language Phonology (LP) practicum were also enrolled
in the “Language Learning in the School-Age Years” academic course, and novice clinicians
enrolled in the Voice, Fluency, and Neurogenics (VFN) practicum were also be enrolled in the
“Aphasia and Related Disorders” academic course. Permission was obtained from the instructors
from each academic course to add the research protocol to their syllabus as an assignment novice
clinicians can participate in for extra credit.

39

Pre-test data was gathered from novice clinicians during two group sessions. One group
administration occurred during a “Language Learning in the School-Age Years” class and one
group administration session occurred during the “Aphasia and Related Disorders” class.
Sessions took place between the start of the academic semester and the start of the clinic
semester (i.e. clinicians underwent orientation during the first two weeks of the semester and
then were assigned their clients and start their clinical caseload for the semester).
Novice clinicians who agreed to participate in the study completed the demographic
questionnaire, the EAI, and the two video ratings using the adapted CARE measure and its
qualitative component during the pre-test phase. The order of presentation of the videos was
counterbalanced based on group and time of administration (i.e. Language Phonology Group:
watched the low empathy video first and the high empathy video second during pre-test; Voice
Fluency and Neurogenics group: watched the high empathy video first and the low empathy
video second during pre-test. Order of video presentation was reversed during post-test for both
groups). Approximately two weeks prior to the end of the clinic semester, novice clinicians who
participated in the pre-test phase of the study were asked to participate in the post-test phase.
Post-test data was also gathered from novice clinicians during two distinct group sessions (i.e.
one session during the “Language Learning in the School-Age Years” class and one session
during the “Aphasia and Related Disorders” class). During the post-test phase, novice clinicians
were re-administered the EAI. They were also asked to watch the two relational empathy videos
once again and re-rate them using the adapted CARE measure. Justifications for the CARE
ratings were also gathered during post-test. Finally, at the end of the post-test session, clinicians
were asked to complete the debriefing semi-structured questionnaire addressing their experience
during their first semester in clinic.
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CHAPTER FOUR:
RESULTS

Question One
In order to determine whether novice clinicians could distinguish high vs. low levels of
relational empathy prior to exposure to clinical practica, paired samples t-tests were used to
compare CARE ratings for the high and low empathy videos at pre-test only for each practica
(LP and VFN). It was hypothesized that novice clinicians would be able to distinguish high vs.
low levels of relational empathy even prior to exposure to clinical practice. Results for the LP
practica revealed that ratings for the low empathy video (M = 11.22; SD = 3.093) and the high
empathy video (M = 48.19; SD = 2.842) were significantly different and had a large effect size,
t(26) = -42.582 , p = .000, d = 12.07. Similarly, paired samples t-test for the VFN practica
revealed that ratings for the low empathy video (M = 10.93; SD = 1.28) and the high empathy
video (M = 45.97; SD = 4.075) also differed significantly and had a large effect size, t(28)=
-45.240, p = .000, d = 11.60. Thus, findings were in agreement with the initial hypothesis.

Question Two
Quantitative Analysis
In order to determine whether perceptions of relational empathy changed as a function of
time or the type of practica to which novice clinicians were exposed, a two-way repeated
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measures analysis of variance was used. The type of video (i.e. high vs. low empathy) and time
(pre-test and post-test) were used as within subjects factors and the type of practica (i.e. LP and
VFN) was used as the between subjects factor. Covariates (i.e. age, gender, SES during
childhood, ethnicity, and highest level of education) were included in the initial statistical model.
However, they were eventually eliminated as no significant effects were identified between these
variables and novice clinicians’ CARE ratings. It was hypothesized that novice clinicians’ CARE
ratings would decline (i.e. become harsher) for the low empathy video and would increase (i.e.
become more positive) for the high empathy video as a function of time. In addition, it was
predicted that the change in scores would be more pronounced depending on the type of practica
clinicians had completed (i.e. clinicians who had worked with pediatric clients were
hypothesized to have greater changes, given that they had worked with a population that matched
that of the scenario presented in the videos).
As seen in figure 2, a significant three-way interaction with a large effect size was found
among time, type of video, and clinical practica, F(1, 49) = 9.720, p = .003, η2 = .166, suggesting
that CARE ratings changed differently from pre-test to post-test depending on the type of video
and practica involved. Repeated measures ANOVAs conducted separately for each video
revealed that the time and group interaction applied solely to the high empathy video,
F(1, 49) = 9.500, p = .003, with no significant findings identified for the low empathy video,
F(1, 49) = .015, p = .903. As can be seen in Figure 2, a floor effect was observed for the low
empathy video for both groups, whereas for the high empathy video ratings changed differently
depending on the practica.
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Figure 2: Means and Confidence Intervals for LP and VFN CARE Ratings for the Low and
High Empathy Videos at Pre-Test and Post-Test

Simple effects analyses were used to determine whether the changes in ratings for the
high empathy video were significant based on time or type of practica. A paired-samples t-test
comparing CARE high empathy ratings for the LP group at pre-test (M = 48.20, SD = 2.901)
and post-test (M = 45.92, SD = 5.438) revealed significant findings and a moderate effect size,
t(24) = 2.172, p = .040, d =.523. A paired samples t-test comparing high empathy ratings for the
VFN group at pre-test (M = 45.77, SD = 4.208) and post-test (M = 47.81, SD = 2.885) also
revealed significant findings and a moderate effect size, t(25) = -2.187, p = .038, d = .56. An
independent samples t-test comparing LP and VFN high empathy CARE ratings revealed
significant differences in ratings and a moderate effect size at pre-test, t(54) = 2.348, p = .023,
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d = .63, but no significant differences at post-test t(49) = -1.557, p = .126. Interestingly,
however, a small-medium effect size (d = .43) was still present at post-test.
Given the design of the study, the type of practica was confounded with the order of
presentation of the two videos. Thus, it is possible that the differences seen in the trajectory of
change between the two groups was related to an order effect more so than a true difference
between the two practica (see table 3 – higher CARE ratings were associated with the low
empathy video being presented first in the sequence).
Table 3:

Order of Video Presentation and CARE Ratings for the High Empathy Video

Pre-Test

Practica

Order of Video
Presentation

Post-Test

CARE Ratings
for High
Empathy Video
Mean (SD)

Order of Video
Presentation

CARE Ratings
for High
Empathy Video
Mean (SD)

LP

Low empathy 1st
High empathy 2nd

48.20
(2.901)

High empathy 1st
Low empathy 2nd

45.92
(5.438)

VFN

High empathy 1st
Low empathy 2nd

45.77
(4.208)

Low empathy 1st
High empathy 2nd

47.81
(2.885)

In an attempt to eliminate the order/group confound, a repeated measures ANOVA was
conducted using only type of video (high vs. low empathy) and time (pre-test and post-test) as
within subject factors. As depicted in figure 3, results revealed a significant main effect and a
large effect size for the type of video, F(1, 50) = 4658.794, p = .000, η2 = .989, but no main
effect for time, F(1, 50) = .103, p = .749, η2 = .002. Additionally, no interaction was identified
between the type of video and time, F(50) = .024, p = .878, η2 = .000.
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Figure 3: Means and Confidence Intervals for CARE Ratings for the Low and High
Empathy Videos with Groups Combined

Thus, contrary to predictions, CARE scores remained stable from pre-test to post-test for
both the high and the low empathy videos for the entire group of novice clinicians after their first
semester of clinical practica. Conclusions pertaining to group differences could not be drawn
definitively, as the group variable was confounded with the order of video presentation.

Qualitative Analysis
In order to determine whether novice clinicians’ impressions of relational empathy
helped explain ratings obtained by the CARE measure, written samples produced by the novice
clinicians after watching the high and low empathy videos were analyzed qualitatively using
fourteen a-priori codes. These codes were divided into three main categories: a) descriptions, b)
actions, and c) opinions. The “descriptions” and “actions” categories were further subdivided
into three subcategories pertaining to: a) the clinician; b) the mother of the client; or c) the dyad
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or the interaction between the two participants. The “opinions” code had no subcategories and
pertained solely to opinions expressed by the novice clinicians regarding the content of the
videos. Each code has a positive and a negative counterpart. A detailed description of each code
is provided in table 4.
All written samples were randomized and coded in their entirety by the primary author
(Nakano). An independent rater was trained on the use of the a-priori codes and coded a total of
10 samples for training purposes. Reliability for the first ten samples ranged from 71% to 100%,
with a mean of 92%. For the positive/negative parameters, reliability for the first ten samples
ranged from 83% to 100% with a mean of 94%. After training was completed, the independent
rater coded 20% of the total sample. Reliability for the a-priori codes ranged from 75% to 100%
with a mean of 97% and reliability for the positive/negative parameters ranged from 83% to
100% with a mean of 99.7%.
Qualitative findings corroborated the quantitative findings especially as they pertained to
clinician-related codes. Positive “descriptions” and “actions” of the clinician occurred more
frequently for the high empathy video, whereas the negative counterparts of these codes occurred
more frequently for the low empathy video. Exact McNemar tests were used to determine
whether changes in the frequency of occurrence of each of the 14 codes were significant from
pre-test for post-test. For this analysis, groups were combined in order to increase power and
minimize the presence of an order effect. Only one code achieved statistical significance (i.e.
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Table 4:

A priori codes for CARE videos qualitative data
Positive
Any word or phrase used to describe or qualify
the CLINICIAN’S attitude, demeanor,
emotions, or behaviors in a POSITIVE way.

Any word or phrase used to describe or
qualify the CLINICIAN’S attitude,
demeanor, emotions, or behaviors in a
NEGATIVE way.

Any word or phrase used to describe or qualify
the MOTHER’S attitude, demeanor, emotions,
or behaviors in a POSITIVE way.

Any word or phrase used to describe or
qualify the MOTHER’S attitude,
demeanor, emotions, or behaviors in a
NEGATIVE way.

Any word or phrase used to describe or qualify
the attitude, demeanor, emotions, or behaviors
of the DYAD (i.e. mother and clinician), the
interaction, or the interview in a POSITIVE
way.

Any word or phrase used to describe or
qualify the attitude, demeanor, emotions,
or behaviors of the DYAD (i.e. mother
and clinician), the interaction, or the
interview in a NEGATITVE way.

Clinician’s
actions

Verbs and their complements which refer to
POSITIVE actions/behaviors displayed by the
clinician over the course of the interaction.

Mother’s
actions

Verbs and their complements which refer to
POSITIVE actions/behaviors displayed by the
MOTHER over the course of the interaction.

Verbs and their complements which refer
to NEGATIVE actions/behaviors
displayed by the CLINICIAN over the
course of the interaction.
Verbs and their complements which refer
to NEGATIVE actions/behaviors
displayed by the MOTHER over the
course of the interaction.
Verbs and their complements which refer
to NEGATIVE actions/behaviors
displayed by the DYAD (i.e. clinician and
mother together) over the course of the
interaction.
Negative personal opinions of the student
clinician regarding the video. May be
expressed in terms of:
Criticism towards the clinician or the
mother
Negative conditional statements (if it were
me…/If I were the mom…)
Personal reflections regarding behaviors
seen in the video or about what is
considered valuable/not valuable in
clinical experience
Statements about what the clinician
should have done or things that were
missing in the interaction
Negative personal feelings towards any of
the characters

Descriptions

Descriptions
or qualifiers
for clinician

Descriptions
or qualifiers
for mother

Actions

Descriptions
or qualifiers
for dyad,
interaction,
or interview

Dyad actions
or actions
pertaining to
both parties

Opinions

Negative

Student
clinician’s
personal
opinions

Verbs and their complements which refer to
POSITIVE actions/behaviors displayed by the
DYAD (i.e. clinician and mother together)
over the course of the interaction.
Positive personal opinions of the student
clinician regarding the video. May be
expressed in terms of:
Praise towards the clinician or the mother
Positive conditional statements (if it were
me… / if I were the mom)
Personal reflections regarding behaviors seen
in the video or about what is valuable / not
valuable in terms of clinical experience
Positive personal feelings towards any of the
characters
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“negative descriptions of the mother”: significant at p = .039 for the high empathy video
only). Negative clinician’s opinions approached significance for both types of videos (i.e. high
empathy: p = .070; low empathy video: p = .064).
Table 5:

Exact McNemar Test and levels of significance for the high empathy video ratings
(groups combined)
High Empathy Codes
(groups combined)

Pre-Test

McNemar's Test
Result

Post-Test

Positive Descriptions Clinician

80%

76%

1.000

Negative Descriptions Clinician

0%

4%

0.500

Positive Descriptions Mother

39%

35%

0.678

Negative Descriptions Mother

21%

6%

0.039*

Positive Descriptions Dyad

29%

14%

0.096

Negative Descriptions Dyad

0%

2%

1.000

Positive Actions Clinician

98%

96%

1.000

Negative Actions Clinician

11%

8%

1.000

Positive Actions Mother

25%

27%

1.000

Negative Actions Mother

4%

4%

1.000

Positive Actions Dyad

7%

4%

0.688

Negative Actions Dyad

0%

0%

n/a

Positive Clinicians' Opinions

18%

8%

0.227

Negative Clinicians’ Opinions

16%

4%

0.0701

* significant at p <.05 (2-tailed)
1
approached significance

Since the “negative descriptions of the mother” code reached statistical significance for
the high empathy video, further attention was dedicated to its analysis. As displayed in table 7,
three qualifiers for the mother remained constant between pre-test and post-test. These included:
“anxious,” “worried,” and “unsure.” Qualifiers present solely at pre-test included: “afraid,”
“confused,” “guilty,” “negative,” “nervous,” and “sad.” Qualifiers present only at post-test
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Table 6:

Exact McNemar Test and levels of significance for the low empathy video ratings
(groups combined)
Low Empathy Codes
(Groups combined)

Pre-Test

McNemar’s Test
Result

Post-Test

Positive Descriptions Clinician

0%

4%

0.500

Negative Descriptions Clinician

79%

84%

0.454

Positive Descriptions Mother

9%

14%

0.727

Negative Descriptions Mother

45%

49%

0.503

Positive Descriptions Dyad

0%

0%

n/a

Negative Descriptions Dyad

23%

12%

0.302

Positive Actions Clinician

4%

4%

1.000

Negative Actions Clinician

98%

96%

1.000

Positive Actions Mother

9%

14%

0.688

Negative Actions Mother

34%

25%

n/a

Positive Actions Dyad

0%

0%

n/a

Negative Actions Dyad

2%

0%

1.000

Positive Clinicians' Opinions

0%

0%

n/a

Negative Clinicians’ Opinions

54%

33%

0.0641

1

approached significance

included “busy” and “timid,” which were both included by the same rater. In most instances,
descriptions seemed to apply to the emotional state of the mother (i.e. how she felt in response to
the clinician or the situation with her son) as opposed to negative intrinsic characteristics of the
mother herself (“timid” and “busy” being the two exceptions, both of which occurred at post-test
only).
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Table 7:

Frequency of occurrence of specific negative descriptions of the mother at pre-test
and post-test for the high empathy video
Descriptors

Pre-test only

Post-test only
Pre-test and
Post-test

% Occurrence at Pretest

% Occurrence at Posttest

Afraid

2%

0%

Confused

2%

0%

Guilty

2%

0%

Negative

2%

0%

Nervous

2%

0%

Sad

4%

0%

Busy

0%

2%

Timid

0%

2%

Anxious

2%

2%

Unsure

2%

2%

Worried

9%

2%

The “Negative Clinicians’ Opinions” code approached significance for both the high and
the low empathy videos and also was investigated further. Thematic analysis conducted by the
main author only revealed three themes for the high empathy video and four themes for the low
empathy video, as depicted in table 8.
Table 8:

Themes Present in the “Negative Clinicians’ Opinions” Code for the High and
Low Empathy Videos
High Empathy Video

Critique of clinician’s professional skills
Impressions about the mother
Critique of the interview format

Low Empathy Video
Critique of clinician’s professional skills
Impressions about the mother
Perspective taking
Emotional reactions to the video

The “Critique of Clinician’s Professional Skills” theme was present for both videos, but it
was qualitatively different in each context. Whereas for the high empathy video the critiques
included suggestions about what the clinician could have refined or done differently, for the low
empathy video the critiques included negative and disapproving comments of the clinician’s
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conduct and demeanor. Critiques were observed to be more common at pre-test than at post-test
for both videos.
Clinicians’ “Impressions about the mother” included comments in which the reactions or
actions of the mother were the main focus. They were relatively similar for both videos, but
occurred more frequently for the low empathy video as compared with the high empathy video.
Similarly to what was observed with the “negative descriptions of the mother” code for the high
empathy video, the “Impressions about the Mother” theme occurred more frequently at pre-test
and more infrequently at post-test for both types of video.
The theme pertaining to “critiques of the interview format” was observed solely for the
high empathy video during pre-test. It contained two comments in which the interview format
was criticized for being too focused on the caregiver, thus leading to potentially “biased” or
“subjective” results.
For the low empathy video, two unique themes included “perspective taking” and
“emotional reactions to the video.” In the perspective taking theme, novice clinicians were noted
to “step into the shoes” of the characters in the video and provided their perspective. Conditional
statements were noted often in these comments (i.e. “If I were the mother…” “If that clinician
was my supervisor…”). In the “Emotional reaction to the video” theme, novice clinicians were
observed to provide their own emotional response to the content of the video (observed for the
low empathy video only). For both themes, comments were noted more frequently at pre-test
than at post-test. See appendices 13 and 14 for a complete list of comments organized
thematically for both the high and the low empathy videos.

51

Question Three
Quantitative Analysis
In order to determine whether self-reported levels of empathy as measured by the EAI
changed as a function of time (pre-test and post-test) or the type of practica (LP and VFN), a
two-way repeated measures ANOVA was used. Covariates (i.e. age, gender, SES during
childhood, ethnicity, and highest level of education) were included in the initial statistical model,
but were eventually excluded as no statistically significant interactions were identified among the
covariates and the EAI scores. The initial hypothesis was twofold: on the one hand, it was
possible that novice SLP clinicians would show a decline in self-reported empathy, similar to
what was observed in other medical professions such as medicine and nursing. However, it was
also hypothesized that empathy scores could potentially increase since the group of novice
clinicians under study were being exposed to a more supportive therapeutic environment, with
clients who were medically stable and seeking outpatient treatment because they were motivated
to improve and had family members who were invested in their recovery.
As depicted in figure 4, no significant differences were identified between pre and posttest EAI scores, F(1, 49) = .267, p = .608, η2 = .005, contrary to predictions. Additionally, no
interaction was identified between time and type of practica F(1, 49) = .222 p = .640, η2 = .005.
Similarly to what was observed with CARE scores after results were controlled for a possible
order effect, EAI scores remained stable during novice clinicians’ first semester of exposure to
clinical practice suggesting no changes in self-reported empathy during that period of time.

52

115

110

108.00

EAI Score

107.16

105

106.00

106.04

Pre

Post
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Figure 4: Total EAI Means and Confidence Intervals for LP and VFN Practica at Pre-test
and Post-Test

EAI subtests. Given that no significant differences were observed between groups for
the total EAI scores, groups were combined during the analysis of the EAI subtests. Each subtest
score was converted to a proportion as not all subtests had the same number of items.
A repeated measures analysis of variance with EAI subtests (AR, ER, PT, SOA, and AM)
and time (pre-test and post-test) as within-subjects factors was conducted to determine whether
there were significant changes in EAI subtest scores as a function of time. As seen in figure 5, a
significant main effect with a large effect size was found for the EAI subtests, F(4, 47) = 15.553
p = .000, η2 = .570, but no significant main effect was found for time, F(1, 50) = .214, p = .646,
η2 = .004, suggesting that there were significant differences among EAI subtests, but subtest
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scores remained stable from pre-test to post-test. Additionally, no interaction was identified
between EAI subtests and time, F(4,47) = 1.844, p = .136, η2 = .136.

0.95

0.90
EAI Subtest Proportion Means

0.87
0.85

0.86
0.85
0.83

0.85
0.82

0.80

0.79

0.78

0.75

0.70

0.71
0.69

0.65

0.60
Pre
AR

Post
ER

PT

SOA

AM

Figure 5: EAI Subtest Proportion Means for LP group at Pre-test and Post-test Groups
Combined

Pairwise comparisons among the five subtests (displayed in table 9) revealed no
statistically significant difference between the AM and the AR subtests, p = .236. The three
remaining subtests (SOA, PT, and ER) were all statistically significantly different from the AM
and AR subtests. From these remaining subtests, PT and SOA were significantly different at the
p < .05 level. The ER subtest, however, differed from all other subtests at the p < .001 level.
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Table 9:

Pairwise comparisons among proportions of EAI subtests

EAI Subtests

AR

ER

PT

SOA

AM

Mean
Difference

Standard Error

Significance

95% Confidence Interval for
Difference
Lower Bound
Upper Bound

ER

.162

.020

.000**

.121

.203

PT

.039

.015

.013*

.009

.069

SOA

.077

.018

.000**

.040

.114

AM

.014

.012

.236

-.010

.039

AR

-.162

.020

.000**

-.203

-.121

PT

-.123

.019

.000**

-.161

-.085

SOA

-.085

.019

.000**

-.123

-.047

AM

-.147

.021

.000**

-.188

-.106

AR

-.039

.015

.013*

-.069

-.009

ER

.123

.019

.000**

.085

.161

SOA

.038

.013

.004*

.012

.063

AM

-.024

.010

.015*

-.044

-.005

AR

-.077

.018

.000**

-.114

-.040

ER

.085

.019

.000**

.047

.123

PT

-.038

.013

.004*

-.063

-.012

AM

-.062

.011

.000**

-.085

-.040

AR

-.014

.012

.236

-.039

.010

ER

.147

.021

.000**

.106

.188

PT

.024

.010

.015*

.005

.044

SOA

.062

.011

.000**

.040

.085

* significant at p <.05 (2-tailed)
** significant at p <.001 (2-tailed)

Qualitative Analysis
Data from the debriefing semi-structured questionnaire were analyzed qualitatively to
determine whether they could help explain the quantitative findings from the EAI. Particular
focus was paid to questions pertaining to students’ perceptions of the most frustrating and most
rewarding aspects of the semester. The first author (Nakano) completed the initial coding and
identified a total of four themes with negative/positive counterparts, which are described in detail
in table 10. An independent rater was trained in the use of the a-priori codes using ten comments
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from each sample. Initial ratings ranged between 50% to 100% with a mean of 85% for the
“most rewarding aspects” and 50% to 100% with a mean of 93% for the “most frustrating
aspects.” After training was completed, the independent rater coded 20% of the total sample for
each type of comment. Reliability for comments pertaining to the “most rewarding aspects”
ranged between 50% and 100% with a mean of 96% agreement and reliability for comments
pertaining to the “most frustrating aspects” ranged between 50% and 100% with a mean of 92%
agreement.
A distribution of the percentage of occurrence of each code is displayed in figures 6 and
7. Most frequent comments regarding frustrating aspects of the semester were related to a sense
of “ineptitude” at the beginning of the term (36% of occurrences), followed by comments
pertaining to the level of demands placed on novice clinicians including coursework, balancing
practica and personal life, learning how to write reports, and adjusting to the personal styles of
supervisors (31% of occurrences). Negative comments regarding clients, caregivers, or specific
client populations occurred more infrequently (23% of occurrences), as did comments related to
interpersonal relationships with colleagues or supervisors (10% of occurrences).
The overwhelming majority of comments related to the most rewarding aspects of the
semester pertained to novice clinicians’ work with their clients and caregivers (68% of
occurrences). Feeling a sense of personal mastery and acknowledgement from supervisors was
reported in 13% of occurrences, while a sense of mastery over coursework and practica demands
was mentioned in 8% of occurrences. Finally, the positive effect of interpersonal relationships
over the course of the semester was mentioned in 11% of occurrences. All comments, sorted by
codes, are listed in Appendices 16 and 17.

56

Table 10: A-Priori Codes for Novice Clinicians’ Comments Regarding the Most Rewarding
and Most Frustrating Aspects of the Semester
Description for Most Frustrating
Aspects (Negative)

Description for Most Rewarding
Aspects (Positive)

Statements pertaining to feelings of
ineptitude or uncertainty regarding clinical
work. May refer to novice clinicians’
descriptions of how they felt uncertain,
underprepared, unfit, overwhelmed,
helpless, or lost at the beginning of their
clinical work. It may also refer to novice
clinicians’ desire to have more modeling,
guidance, or feedback from their
supervisors due to being “thrown into”
clinic without enough preparation.

Statements in which novice clinicians
reported feeling less overwhelmed or
nervous and started to feel more confident
in their clinical skills. May also include
comments regarding feeling recognized by
supervisors, becoming a stronger person,
experiencing personal growth, or feeling
validated in their career choices.

Coursework and Practica
Demands

Statements regarding “juggling” of
multiple responsibilities (i.e. personal life,
coursework, clinic). It may also pertain to
the “nuts and bolts” of being in a clinical
practica (i.e. creating meaningful goals,
writing notes/documentation, preparing
for each session, taking data, locating
materials, adapting when sessions do not
go as planned, making materials that
stimulate clients’ interests, and locating
evidence-based resources) or the relevance
of coursework to clinical practice.

Statements pertaining to a feeling of
confidence or mastery handling various
aspects of clinic, such as writing up
notes/documentation, creating treatment
plans, finding resources for clients,
understanding how to do specific
treatments. Statements may also pertain to
being successful in their coursework (i.e.
gaining knowledge, passing courses)

Working with Clients
and Caregivers

Any negative statements pertaining to
relationships with specific clients,
different client populations, or caregivers.

Any positive statements pertaining to
relationships with specific clients,
different client populations, or caregivers.

Interpersonal
Relationships

Any negative statements pertaining to
relationships with peers, staff, supervisors,
or professors.

Any positive statements pertaining to
relationships with peers, staff, supervisors,
or professors.

Code

Personal Mastery and
Supervision
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Interpersonal
Relationships

Figure 6: Percentage of Occurrence of Codes for the Most Frustrating Aspects of the
Semester (groups combined)
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Figure 7: Percentage of Occurrence of Codes for the Most Rewarding Aspects of the
Semester (groups combined)
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Question Four
In order to determine whether there was a relationship between novice clinician’s
perceptions of relational empathy (as measured by their CARE ratings) and their self-reported
levels of empathy (as measured by their EAI total scores), Pearson product moment correlation
coefficients were computed for pre-test and post-test scores. Initial predictions hypothesized that
higher EAI scores would correlate with higher CARE ratings for the high empathy video
whereas lower EAI score would correlate with lower CARE ratings for the low empathy video.
Since a floor effect was identified for the CARE ratings for the low empathy video for
both practica during pre-test and post-test, only CARE ratings for the high empathy video were
used in the correlation analysis (LP and VFN groups combined). Results of the correlational
analysis revealed a weak positive correlation between high empathy CARE ratings and EAI total
scores at pre-test (Pearson r = .281, N = 56, p = .036) and at post-test (Pearson r = .351, N = 51,
p = .011). Scatterplots displaying these relationships are found in figures 8 and 9. Thus, the
predictions of a possible correlation between higher EAI scores and higher care ratings was
confirmed (using CARE ratings for the high empathy video only), but the relationship was weak
during both pre-test and post-test.
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Pre‐Test CARE Score ‐ High Empathy
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Figure 8: Scatterplot for EAI Total Scores and CARE High Empathy Ratings at Pre-Test
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Figure 9: Scatterplot for EAI Total Scores and CARE High Empathy Ratings at Post-Test
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CHAPTER FIVE:
DISCUSSION

Empathy is a key component in successful therapeutic interactions. As discussed in the
introduction, empathic providers are better able to establish rapport, facilitate disclosure, reduce
distress, build therapeutic alliance, and identify concerns, barriers, and educational needs of their
patients (Halpern, 2001; Larson & Yao, 2005). Empathic providers have also been shown to
promote greater treatment adherence as well as improved health outcomes (Hojat et al., 2011;
Rakel et al., 2011; Rakel et al., 2009). Despite its multiple benefits, empathy has not been
researched systematically within the field of speech-language pathology. No information is
available to date regarding the empathy trajectory of novice speech-language pathologists as they
are introduced to clinical practice. The goal of the current project was to take a step towards
closing this gap by investigating the effect of one semester of exposure to clinical practice on
perceived and self-reported empathy in novice clinicians in speech-language pathology.
The first research question inquired whether novice clinicians would be able to
distinguish high vs. low levels of relational empathy in videos of clinical interactions using
CARE ratings. It was hypothesized that clinicians would be able to distinguish high vs. low
levels of relational empathy even prior to exposure to clinical practica. This was indeed the case.
Based on the CARE ratings for the high and low empathy videos at pre-test, novice clinicians
distinguished low vs. high levels of relational empathy prior to being exposed to their clinical
practica. This finding was not surprising. The ability to empathize with others and show
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solidarity and sympathetic concern has been observed not only in humans, but also in other
mammals such as chimpanzees and apes (de Waal, 2012). In humans, empathy in its most
primitive form (i.e. imitation; emotional contagion) is observed from infancy (Meltzoff &
Decety, 2003), and it is further developed and matured into its more cognitive components (i.e.
theory of mind and mentalizing) later in childhood and well into adolescence (Vetter, Altgassen,
Phillips, Mahy, & Kliegel, 2013) . Empathy in humans, when absent, has often been associated
with disorders of social cognition. Examples include disorders of the autism spectrum (Charman
et al., 1997; Mathersul, McDonald, & Rushby, 2012, 2013; Rueda, Fernández-Berrocal, &
Baron-Cohen, 2014), alexithymia (Guttman & Laporte, 2002; Moriguchi et al., 2007; Moriguchi
et al., 2006), psychopathology (Cheng, Hung, & Decety, 2012; Gonzalez-Liencres, ShamayTsoory, & Brüne, 2013), and in certain instances, traumatic brain injury (de Sousa, McDonald, &
Rushby, 2012; de Sousa et al., 2010, 2011; Neumann, Zupan, Malec, & Hammond, 2014) and
dementia (Lough et al., 2006; Oliver et al., 2015).
The second research question inquired whether CARE ratings would change as a function
of time or group to which the novice clinicians were exposed. Quantitative findings from the
CARE ratings for the high and low empathy videos (groups combined) were significantly
different at pre-test and remained stable at post-test. The stability of these scores from pre-test to
post-test suggest that, for this cohort of novice speech-language pathology clinicians, one
semester of exposure to clinical practice was not sufficient to change their perception of
relational empathy. Qualitative analysis of the comments written by novice clinicians about both
videos further supported the quantitative findings from the CARE ratings. The majority of the
descriptions and observations regarding the clinician, the mother, and their interaction remained
stable from pre-test to post-test as far as their frequency of occurrence was concerned. Only one
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code for the high empathy video occurred less frequently at post-test than at pre-test at a
statistically significant level (i.e. “negative descriptions for the mother”). As mentioned in the
results section, these negative descriptions applied more to the emotional state of the mother as
opposed to intrinsic negative characteristics of the mother herself. Although this code reached
statistical significance, its practical implications may be limited and difficult to interpret. One
possible explanation is that after being exposed to direct work with clients and caregivers, novice
clinicians attempted to regulate their distress more efficiently by distancing themselves from the
caregiver in the video. At this point, however, this is simply a conjecture.
One code that approached statistical significance in the qualitative data for both the high
as well as the low empathy videos was the “Negative Clinicians’ Opinions.” This code was of
particular interest because, in some respects, it showed, qualitatively, how some clinicians
empathized more directly with the characters, especially in the low empathy video. Thematic
analysis revealed instances of perspective taking as well as emotional reactions to the content of
the low empathy video. In the “Perspective taking” theme, some clinicians seemed to “step into”
the characters’ shoes and hypothesized how they would have reacted if they were immersed in
the same situation using conditional statements (i.e. “If it were me…”). In the “emotional
reaction” theme, some clinicians reported being physically uncomfortable watching the video,
hinting at a possible element of emotional contagion with the mother (i.e. “Watching the video
made me uncomfortable;” “I would feel as if a truck had just ran over me;” “This clinical
interaction was almost painful to watch”). Thematic analysis also highlighted how the high and
low empathy videos were distinct in the eyes of the novice clinicians. As mentioned in the
results, the theme pertaining to the “Critique of Clinician’s Professional Skills” differed in tone
for the high vs. the low empathy videos. Whereas critiques for the high empathy video pertained
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primarily to the clinician’s professional skills and included suggestions of what could be
improved, the critiques for the low empathy video were more negative and emotional in nature
and addressed the clinician’s poor demeanor and conduct (see appendices 13 and 14 for
examples).
Similarly to what was observed for the “Negative Descriptions of the Mother” code, the
“Negative Clinician’s Opinions” code became more infrequent from pre-test to post-test. This
reduction in frequency, particularly for codes that were related to the mother’s experience, may
be indicative of an attempt to self-regulate and distance oneself from the upsetting/distressing
aspects of the low empathy interaction. This is somewhat reminiscent of the findings by
Yarascavitch et al (2009), who reported that dental students, after their third year of training,
demonstrated a decline in emotional empathy, but an increase in cognitive aspects of their
professional empathy. It was hypothesized that these changes might be indicative of an adaptive
strategy developed by dental students as a part of their professional persona, which allowed them
to distance themselves from their patients during uncomfortable or potentially painful
procedures. In the current study, novice clinicians presented with emotion regulation scores in
their self-reported EAI scores that were lower as a whole as compared with other EAI subtests. It
is possible that clinicians attempted to distance themselves from the mother’s perspective at posttest in an attempt to down-regulate their emotional reaction to the negative aspects of the video
more effectively.
Question three inquired whether novice clinicians’ levels of self-reported empathy would
remain stable as a function of time and type of practica. The initial hypothesis entertained two
possible scenarios. Novice clinicians could show a decline in self-reported empathy similar to
what was observed in other medical professions such as medicine and nursing. However, it was
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also hypothesized that novice clinicians’ self-reported empathy would increase over time as they
were being exposed to a more supportive therapeutic environment, with clients who were
medically stable and seeking outpatient treatment because they were motivated to improve and
had family members who were invested in their recovery. Quantitative findings from the EAI
scores revealed that novice speech-language pathology clinicians’ level of self-reported empathy
remained unchanged after one semester of clinical exposure regardless of the type of practica to
which they were exposed. Analysis of the EAI subtests (with groups combined) also remained
unchanged from pre-test to post-test, but novice clinician scored lower on the ER subtest as
compared with the other four subtests (i.e. PT, SOA, AR, and AM).
Analysis of the qualitative data shed some light into possible reasons why novice
clinicians’ EAI scores remained stable over the course of the semester. When asked to discuss
the most frustrating aspects of their clinical experience, novice clinicians complained most often
about “learning the ropes” in the clinical setting. They also reported a sense of “ineptitude” and
“uncertainty” regarding their clinical work, as well as a sense of being underprepared,
overwhelmed, or lost especially at the start of clinic. Several clinicians reported feeling as though
they were “thrown into” their practica without enough preparation. These factors were
significant especially within the context of this specific cohort, as a total of 5 clinicians
(approximately 10% of the total sample) dropped out of the program and did not participate in
post-test measures. For most clinicians, however, these feelings of frustration were eventually
resolved as they started to feel “the ground under their feet” and developed a sense of mastery
and control over their clinical skills towards the end of the semester.
When asked to discuss the most rewarding aspects of the semester, the majority of novice
clinicians mentioned interactions with their clients and caregivers as their greatest source of
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satisfaction (68% of the comments). Specifically, novice clinicians were most rewarded by the
perception of their clients’ progress (i.e. the word “progress” was noted in 31% of the comments
and the words “improve” or “improvement” occurred in 16% of the sample). Some of the
clinicians also reported a sense of personal mastery and self-growth (e.g. “I found I was more
capable than I imagined;” “receiving the opportunity to have hands-on experience allowed me
for self-growth”) whereas others felt validated in their career choice (e.g. “I am emotionally
attached to this career and I was not before”).
Complaints regarding clients, caregivers, or patient population were observed, but more
infrequently (23% of comments). Some of the most salient complaints mentioned by clinicians
included: a) behavioral problems in clients and their caregivers (e.g. “It was difficult and I felt
unprepared to deal with behavioral issues and redirecting the client to a task;” “Caregiver’s
behavior was inappropriate and extremely challenging”); b) lack of client engagement (e.g.
“Dealing with client refusals of participation in therapy;” “I had one client who would frequently
protest being in therapy. I would try hard to make it interesting for him, but he still wasn’t into
it”); c) poor attendance and/or lack of progress (e.g. “there isn't much more we could have
worked on that she kind of hasn't plateaued with already;” “The need for very repetitive work
and lack of (client’s) progress for a while”); and d) a dislike of the population being assigned
(e.g. “Working with kids is not what I am interested in, so it felt like I was just running out the
clock on the semester so I could move on to adults. I wasn't interested or involved I what I was
learning/doing. It felt like I was just going through the motions. It was such a relief to be done;”
“I hated working with the population I was assigned to, young children with autism. I felt like I
was tricking my client into doing what I wanted her to do, rather than teaching her. It kind of felt
like training a pet, not teaching language/social skills;” “Prepared for an aphasia client (file
66

stated he had aphasia) and got someone with severe dementia”). Some clinicians mentioned
difficulties with their clients that were turned into assets or that led to personal or professional
growth (e.g. “My client’s behavior was difficult to handle at times, but the experience helped me
grow as a clinician;” “I learned positive reinforcement and how to fully take control of a
situation with a client;” “I think this semester helped me to become more of a selfless person;”
“My patience is weak, but grew stronger.”). Some clinicians reported difficulties with
interpersonal relationships with either peers or supervisors over the course of the semester.
However, these comments were rather infrequent (i.e. 10% of the sample).
Given these findings, it is possible to conjecture whether novice clinicians’ EAI scores
remained stable over time because the most frustrating aspects of the semester were offset (or
balanced) by the most rewarding aspects. Overall, clinicians reported a high sense of compassion
satisfaction from working with their clients, which can be a protective factor against professional
burnout (Wee & Myers, 2002). According to Figley (1995), burnout should be conceptualized as
“a process (rather than a fixed condition) that begins gradually and becomes progressively
worse” (p. 11) leading to emotional exhaustion, erosion of idealism, and a loss of a sense of
achievement. It often results from the accumulation of intense contact with clients (Maslach &
Jackson, 1981). Elements of patient care which could potentially lead to burnout were present in
the sample, but in very small amounts (e.g. complaints regarding lack of progress or repetitive
nature of work with some client populations; perceptions of “plateau;” behavioral issues in both
clients and caregivers). Within the context of our cohort of novice clinicians, it is conceivable
that one semester of clinical exposure was not sufficient to lead to professional burnout, which is
often accompanied by compassion fatigue and a reduction in empathy.
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In medicine, a decline in empathy is often reported by the time students are introduced to
their clinical caseload (Hojat et al., 2009; Neumann et al., 2011). However, as reported by
Neumann et al. (2011), these declines in empathy may be explained or modulated by the
presence of a hidden curriculum, marked by: a) few opportunities for students to build rapport
with patients due to short lengths of stay; b) high workloads; c) chronic lack of sleep; d) few
opportunities for self-care; e) loss of peer support, and f) possible mistreatment by supervisors.
Within the context of the cohort of novice clinicians who participated in the current study,
difficulties with supervisors and potential conflicts with peers were mentioned in the qualitative
data. However, these complaints were mentioned infrequently. In addition, clinicians had
relatively light caseloads (up to three clients in addition to groups) and worked with the same
individuals over the course of the entire semester, which allowed them the opportunity to follow
their clients’ growth over time. Cases in which no progress was observed were infrequent, but
were present and were considered to be a source of frustration for at least some novice clinicians.
The perception of lack of progress in patients, or of one’s own work as futile, may be a
predisposing factor towards moral distress, which could potentially affect one’s job and level of
compassion satisfaction (Mobley, Rady, Verheijde, Patel, & Larson, 2007). However, as
mentioned previously, these issues did not occur frequently enough in this sample as to lead to
increases in burnout or possible erosion of empathy.
The final question of the study inquired whether there was a relationship between novice
clinician’s perceptions of relational empathy (as measured by their CARE ratings) and their selfreported levels of empathy (as measured by their EAI total scores). Initial predictions
hypothesized that EAI scores would have a positive correlation with CARE ratings for the high
empathy video and a negative correlation with CARE ratings for the low empathy video. Given
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the floor effect identified for the CARE ratings for the low empathy video at both pre-test and
post-test, only CARE ratings for the high empathy video were used in the correlation analysis
(LP and VFN groups combined). Results revealed a weak positive correlation between high
empathy CARE ratings and EAI total scores at pre-test and at post-test. This suggests that novice
clinicians who rated themselves as empathetic recognized empathetic communication behaviors
displayed by the clinician during the high empathy video. However, the strength of this
association was weak.
One of the reasons that may account for the weakness of this association is the fact that
the videos used in this study were scripted to be very salient examples of high vs. low empathy.
Although a ceiling effect was not reached for the high empathy video, the majority of the CARE
ratings fell between a score of 45 and 50 (highest score was 50) during both pre-test (84% of
scores) and post-test (82% of scores). Thus, it is possible that even individuals who did not rate
themselves as being highly empathetic were able to identify positive empathy features especially
when the high empathy video was presented after the low empathy video (i.e. participants may
have been primed to provide higher ratings to the high empathy interaction by comparison).

Conclusions, Limitations and Future Directions
The aim of this study was to determine the effect of one semester of exposure to clinical
practice on perceived and self-reported empathy in novice clinicians in speech-language
pathology. Both quantitative and qualitative findings suggested that novice clinicians had no
difficulties differentiating high vs. low levels of relational empathy as depicted in videos of
clinical interactions. In addition, these perceptions remained stable from pre-test to post-test,
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suggesting no significant changes in the perception of relational empathy as a result of one
semester of clinical exposure. Given the design of this study, the group variable (i.e. type of
practica) was confounded with the order of video presentation (i.e. low vs. high empathy video
being presented first in the sequence). Thus, it was not possible to determine with certainty
whether the two practica (LP vs. VFN) judged the high empathy video differently at pre-test vs.
post-test, or whether the order in which the videos were presented affected how the high empathy
video was perceived. Further control for order of video presentation would be recommended in
future investigations. Mild nuances were observed in the qualitative analysis of the video
comments, which may hint at a possible tendency from novice clinicians to distance themselves
from the caregiver’s perspective from pre-test to post-test. However, this is just a conjecture at
this time, which may need to be investigated in further studies.
Similarly, no changes were observed in clinicians self-reported levels of empathy from
pre-test to post-test. However, novice clinicians were observed to score lower on the ER subtest
from the EAI as compared with other subtests (i.e. PT, SOA, AM, and ER). Analysis of the
qualitative data suggested that novice clinicians did not display changes in their self-reported
empathy scores possibly due to a balance between experiences they considered to be frustrating
and experiences those they considered to be rewarding. Observed progress in clients was by far
the factor that was reported by most clinicians as being the most rewarding.
By the end of the academic semester, a total of 5 students (approximately 10% of the
sample) dropped out of the program and never participated in the post-test measures. These
clinicians were never interviewed as to what motivated their decision. Demographically, two of
the participants were older in age (i.e. 37 and 55 years old) and both attained high EAI scores
(i.e. 119 and 114 respectively). Three of the participants were 21 years old. From the 21-year-old
70

clinicians who dropped out, one achieved relatively high EAI scores (i.e. 118) and two of them
achieved more moderate scores (i.e. 108 and 108). Four out of the five clinicians offered
personal opinions/comments regarding the “low empathy” video. Interestingly, the younger
students offered critiques regarding the clinician’s professionalism in the video, but the oldest
participant offered comments which involved perspective taking and emotional reactions. No
clear pattern or commonalities were seen in the data, however, that could help explain why these
students in particular decided to leave the speech-language pathology field. In future studies, a
more detailed follow-up of these individuals could offer interesting insights regarding the
empathy trajectories in our profession.
In the same vein, various studies in medicine have identified correlations between
personality profiles (as identified by measures such as the Five-Factor Model or Big5) and
empathy (Costa et al., 2014; Hojat et al., 2005; Magalhães, Costa, & Costa, 2012). In the current
study, the qualitative data showed that the majority of novice clinicians experienced high levels
of compassion satisfaction and professional resilience while working with their clients. Other
clinicians, however, made comments hinting at the seeds of burnout. In future studies, it would
be of interest to determine if empathy and personality profiles are correlated in speech-language
pathology and whether specific personality profiles are more or less prone to the development of
resilience or professional burnout.
The current study involved only one group of novice speech-language pathology students
from one university during their first semester of clinical exposure. Since the erosion of empathy
has been found to be related to burnout and compassion fatigue (Gleichgerrcht & Decety, 2013)
which tend to become more pronounced especially as a function of time (Slatten, David Carson,
& Carson, 2011) future studies should explore novice clinicians’ empathy levels cross71

sectionally or longitudinally to determine if exposure to more complex, multifaceted, and
demanding caseloads over time may lead to changes in empathy, especially as clinicians
complete their externships in the community (vs. a clinic on the university campus).
Comparisons among clinicians who are exposed to different types of caseloads (e.g. adults in
skilled nursing vs. adults in acute care vs. children in the autism spectrum vs. children in a
pediatric hospital) with different levels of chronicity (i.e. acute vs. long-term care) may also lead
to interesting insights into whether different populations predispose clinicians to increases or
declines in empathy. In the current sample, the progress observed in the patients seemed to be the
greatest source of satisfaction to most novice clinicians. It would be interesting to determine how
clinicians react while working with populations who do not necessarily show significant leaps in
progress over the course of one semester (i.e. what would be their source of compassion
satisfaction or compassion fatigue in those settings?)
In the study by Bayliss and Strunk (2015) with three distinct cohorts of physical therapy
students, empathy scores were observed to be higher during the first year of training and were
lower during the third year, only to rebound to their highest levels after students graduated (i.e.
first six months after graduation). It would be interesting to determine whether clinicians in
speech language pathology present with lower empathy scores closer to graduation (due to an
accumulation of multiple academic, personal, and patient-related stressors) and whether empathy
scores increase or decrease after the completion of the nine months of the clinical fellowship
year (CFY) which is required prior to full certification.
Future investigations addressing the balance between compassion fatigue, compassion
satisfaction, burnout, and empathy in speech language pathology may prove to be useful. In the
current study, qualitative data from novice clinicians’ exit interviews seemed to suggest that a
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component of compassion satisfaction (i.e. clinicians high level of satisfaction in seeing their
clients’ progress over time), was potentially a protective and helped balance other aspects of
their clinical experience/training which were not perceived as favorably. In this respect, the use
of a mixed methodology was useful, as it allowed a glimpse into the possible reasons why EAI
scores remained unchanged during the first semester of clinical practica.
Finally, the qualitative data in the current study was analyzed based primarily on a-priori
codes which were identified by the main author (Nakano). Although reliability checks were
performed, this method of analysis may have limited the breadth of the findings. In addition,
thematic analysis performed on some of the a-priori codes were conducted by the main author
alone and did not involve discussion with other coders, which may have led to a higher level of
bias in the analysis. In future studies, the use of other qualitative methods (such as the method of
constant comparison) with more than one coder may prove to be more fruitful.
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APPENDICES
Appendix 1: Demographic questionnaire
Demographic Data
 Female

 Male

Ethnicity






 Multiracial
 White/Caucasian
 Other ________________________

4.

First Language

 English

5.

Languages other than English

6.

Social economic status during
childhood

 Poor
 Working Class
 Middle Class

 Upper Middle Class
 Wealthy

7.

Highest level of education

 Bachelor’s degree
 Post-baccalaureate
 Master’s degree or
higher

Please specify area of training:

8.

Training in any aspect of the
creative arts (Professional?
Hobby? Duration of training?)








9.

Do you have experience
volunteering or participating in
any type of community service?

 Yes
 No

If yes, please list population, nature of work, and length of
time

10. Do you have experience
interacting with individuals with
any type of disability (i.e.
communication, cognitive,
mental health, or physical)

 Yes
 No

If yes, please indicate nature of interaction (e.g. family,
volunteering, previous occupation)

11. Is speech-language pathology
your first career? If not, what
was your previous work
experience?

 Yes
 No

If not, please describe your previous work experience

1.

Gender

2.

Age

3.

African American
American Indian
Asian
Hispanic/Latino

 Other: _______________________
Proficiency level:

Music__________________________________________________
Literature / creative writing ________________________________
Film___________________________________________________
Theater________________________________________________
Dance__________________________________________________
Visual arts (painting, sculpture)_____________________________
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Appendix 2: The CARE measure modified for ratings including mother of pediatric client

The CARE Measure (adapted)
Please rate the clinician’s behavior from the perspective of the mother.
How was the clinician at…
1. Making the mother feel at ease…
(being friendly and warm towards the
mother, treating her with respect; not
cold or abrupt)
2. Letting the mother tell her child’s
“story”…
(giving the mother time to fully describe
her child’s needs in her own words; not
interrupting or diverting her)
3. Really listening…
(paying close attention to what the
mother was saying; not looking at the
notes or computer as she was talking)
4. Being interested in the mother as a
whole person…
(asking/knowing relevant details about
the mother and her child’s lives, their
situation, not treating them as “just a
number”)
5. Fully understanding their
concerns…
(communicating that she had accurately
understood the mother’s concerns; not
overlooking or dismissing anything)
6. Showing care and compassion…
Seeming genuinely concerned, connecting
with the mother on a human level; not
being indifferent or “detached”)
7. Being positive…
(having a positive approach and a
positive attitude; being honest but not
negative about the problems discussed)
8. Explaining things clearly…
(fully answering the mother’s questions,
explaining clearly, giving her adequate
information; not being vague)
9. Helping them to take control…
(exploring with the mother what she can
do to improve the situation; encouraging
rather than “lecturing” her)
10. Making a plan of action with the
mother…
(discussing the options, involving the
mother in decisions as much as she wants
to be involved; not ignoring her views).

Poor
(1)

Fair
(2)

Good
(3)

Very
Good (4)

Excellent
(5)

n/a
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Appendix 3: Script for high empathy video
Speech pathologist comes to waiting room area. Wearing scrubs but no white coat. Smiles and greets
mom with firm handshake.
A = Clinician B = Mother of pediatric client
A: Ms. Gomez, I take it?
B: Yes, that’s me.
A: It’s a pleasure to finally meet you in person [holds mom’s hand with both hands]
B: Pleasure is mine. Thank you for meeting me so early.
A: Sure thing, no problem. My intern has already gotten Liz into the office and they are getting to know
each other.
B: Yes. Liz seemed to take to her. [smiles]
A: Sharon is a great student. She’s in good hands, I assure you. Shall we go to the office? Do you have
everything you need? [pleasant. Seems to mirror mom’s demeanor]
B: Yes, thanks.
A: [Takes a seat] Do you mind if I take notes while we talk? I just prefer to write it with you present so I
can check things for accuracy?
B: No, no problem at all. [smiles]
A: Thanks. [Opens laptop]. I see you have the case history filled out. May I have it?
B: [Smiles] Sure, sure. Here it is.
A: Thanks! [Reaches out for the case history papers, brings chair close to mom but still close enough to
the laptop so she could type. Reads papers silently but briefly and asks mom] So Liz has not been talking
much, you mention?
B: No… She has not been talking much at all.
A: [Looks gently at mom, gives her full attention] Go on…
B: She is pleasant. She was always a great baby. Actually, we were always surprised because she is very
independent, always has been.
A: [ Listens, nods]
B: She has been in day care since she was little. None of the teachers seemed concerned at first.
A: [Listens intently, nods, keeps eye contact; types occasionally]
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Appendix 3 (continued)
B: She has moved to the toddler’s room now, though. And the new teacher approached me the other day.
A: Did she say something that worried you? [asks, leaning in slightly, eyebrows denoting a question]
B: Not necessarily worried, but … You know how it is… [smiles] enough to make me a bit concerned.
A: [Smiles, nods, types a few more notes] Tell me more.
B: [Sighs] She mentioned that when Liz is in the playground, she tends to play alone. She’s always silent,
never tries to play with the other kids. And she has this funny habit… she collects sticks.
A: A young collector we have here [smiles]
B: [surprised] I guess… She is my first, see… I never thought I’d have kids. I am in my 40’s, it was a
surprise (a great one, don’t get me wrong! But a surprise!).
A: [nods and types quietly. Maintains eye contact]
B: But I was wondering if I had done something wrong. I have a colleague who is a doctor and she
mentioned “autism”. Could that be it? [nervous/anxious]
A: Well, let’s not jump to conclusions [smiles quietly and supportively]. What else do you think points in
that direction? Why did it resonate with you?
B: Well [sighs], Liz is very independent. She plays alone. She prefers to be quiet than interact with others.
I went in the internet and read everything I could find… Everything matched… [becomes teary eyed].
What if it is?
A: Look [stops typing, moves body posture fully towards mom], she’s only two years old. Let’s imagine
scenarios. Let’s imagine that Liz does, indeed, test into the autism spectrum.
B: [mom’s face saddens a bit]
A: If that is the case, we are catching it early! Interventions for autism are much different now than they
were 50 years ago. But before we even cross that bridge, let’s think about this. You are bilingual, you
mentioned?
B: Yes, both my husband and I [holds back tears, but breathes more deeply]
A: Ok. How often do you speak in your native language at home?
B: Frequently.
A: Do you talk to Liz in both languages?
B: Yes, all the time.
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Appendix 3 (continued)
A: Good. Any other things that have caught your eye? How has she been medically?
B: She has had several bouts of ear infections.
A: Any ear tubes placed?
B: Yes, both ears, twice.
A: [types again, nods]. Anything else?
B: She had respiratory infections frequently as an infant. She has nebulizer treatments to this day.
A: [types again] OK. Any other surgeries besides the tubes?
B: No [shakes head], none.
A: Ok… So tell me what I am missing. Liz is a quiet and independent toddler who is now 2 years old. She
has had ear infections and respiratory infections, but is otherwise healthy. She has had tubes in her ears
twice. She is growing up in a bilingual household (Spanish and English). Has she been babbling? Does
she point? [looks at mom]
B: Well, she babbles [nods]. No full words yet. We play together, but I don’t always see pointing.
[leaning in, nodding]
A: Got it. How does she react when she does not get her way?
B: [Laughs] Oh… the sky falls!
A: [Smiles] I see, so tantrums are in the picture?
B: You bet…
A: How about this? Let’s take a look at how Liz is working with Sharon and we’ll go from there?
B: Ok…
[return after a pause]
A: She is a beautiful baby!
B: Thanks! [smiles] What are your thoughts?
A: I will tell you what I see. I do suspect a severe language delay. She should have a few words by now,
but we are catching it early! That is very good news! As far as autism, which I know you are concerned
about, I want to refer you to a specialist who does psychological evaluations. From our speech and
communication standpoint, the most important thing I want you to focus on is engaging with Liz. Sit on
the floor with her. Pursue what she pursues. If it is the sticks, play with the sticks. Let her guide you.
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Appendix 3 (continued)
B: [Mom nods] Ok, ok!
A: I would also like to start seeing her for group and individual sessions. Does that work with your
schedule?
B: Sure! How often?
A: How about we do it at the end of the day at her daycare center? That way I can catch you as well and
we can discuss interventions for you to work on at home?
B: Yes! I think that should work!
A: You have my number, right?
B: Yes, yes.
A: Ok. Let’s schedule our first appointment for what… Next week, Wednesday at 4PM at her day care?
B: OK!!
A: We’ll see about f/u sessions then. I will also e-mail the contact info for the psychologist for the autism
spectrum evaluation.
B: Thank you, thank you so much. That sounds like a plan. I really appreciate it!
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Appendix 4: Script for low empathy video
Participants: Clinician and mother of Child with language delay // Type of interaction: Negative
Speech pathologist comes to waiting room area. Polite, but serious. Professional, but removed and
somewhat detached. Wearing lab coat. Little kid who came in for evaluation is in adjoining room with
SLP intern (or we are led to believe so by context).
A = clinician B = Mother of pediatric client
A: Hi, come on in. Have a seat.
B: Thanks. I appreciate the late appointment. Here are the papers you asked me to fill out.
A: Sure, no problem [verbally polite, but flat affect]. Thanks (taking papers). Did you bring in the snack
for your son like I requested over the phone?
B: Sure… [states looking at SLP]. It’s in my bag.
A: Good, good. [replies while looking at a chair and smiling briefly at mom]
B: [Mom helps herself to a chair as well as she states] He has been eating well, though... Swallowing has
never been a problem.
A: I know. You told me on the phone. Just in case. [Makes brief eye contact and opens her laptop].
B: Ok. [Reserved but polite].
A: What made you decide it was time for an evaluation? [Asks from behind laptop screen, making brief
eye contact].
B: Well, at first we were not too concerned. My husband and I are bilingual.
A: Hmm hmm… (taking notes on a computer)
B: … and we do speak our first language at home. We talk to each other in Spanish and we also talk to
Miguel in Spanish and English.
A: Hmm… [eyes fixed on the screen as she types, occasionally looks at mom]
B: He has had multiple ear infections when he was less than 2 years old.
A: How old is he now? [looks up]
B: He’s 2 years and 4 months. I thought I mentioned his age in the case history.
A: [ignores comment] So you are bilingual. Ear infections. How much has he been saying to you? How
do you communicate at home?
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B: [shifts in seat] Well, see, that’s the issue… I don’t think he communicates with us much.
A: How do you mean? [Takes slight interest]
B: Well, both my husband and I work. He has been going to daycare since he was very little, like 3
months old [shifts uncomfortably in seat, voice cracks a bit]. We don’t have family around and neither of
us could quit our jobs, so…
A: Hmm Hmm… But how much does he talk? [smiles, but seems rushed]
B: Well. That’s part of the issue, isn’t it… [smiles shyly, but SLP does not smile back. Seems
embarrassed and becomes serious]. At home we have not seen much talking at all. We have seen
tantruming.
A: No talking? At all? (volume increases slightly; mixture of surprise and judgment)
B: [not sure how to react] I mean… He talks, more babbles than anything…
A: Hmm hmm… Still just babbling… ok… How about pointing?
B: What about pointing?[seems unsure and somewhat uncomfortable]
A: Does he point to things he wants? [explains as though the question were obvious]
B: Not usually… [Eyes shifting as though searching her memory]. He typically goes towards what he
wants. If we don’t get it to him in time, the sky falls… At daycare the teacher says…
A: [cuts in] So he is not pointing, not talking, growing up in a bilingual family. No other family members
around, no other siblings?
B: No, like I said before… [Seems irritated and flustered].
A: Hmm hmm… [typing]
B: … It’s just us here.
A: And he goes to day care [typing – looks briefly up to check].
B: Yes. [Mom responds curtly] Like I said, we don’t have family here.
A: I see. Any input from the teachers?
B: Not much different than what I have told you [Seems closed off, does not volunteer much more].
A: I see, I see. Well, let’s take a look at him, shall we? They’re in the next room.
[pause]
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Return into room. Mom looks frazzled.
A: I do see what you mean about tantruming, but that was not what I was most concerned about.
B: [Mom’s look has a mixture of quiet fury and worry] Oh. So it’s more than a delay? What are we
talking about here?
A: Well… Remember when we were talking to Miguel and I was blowing him bubbles and I told you to
call him?
B: [Mom seems confused] Yes, sure… What about it?
A: He did not turn to look at you. [seems to have gotten some sort of confirmation]
B: I guess not… [clearly flustered] What does that mean? Does it mean something?
A: Well, that could be bad, see, he has no joint attention with you.
B: Ok… What does that mean? Is that bad? [eyes fixed on therapist]
A: Oh yes, it is not good. [seems unaware of mother’s discomfort, but pleased with being able to
determine a diagnosis]
B: What does that mean exactly? Can you spell out what you mean? [By now frustration and fear are
evident].
A: [Looks mom straight in the eye, holds her shoulders lightly, and states] I think your son is autistic.
B: [Mom is at a loss].
A: It will be ok [sounds supportive but forced; smiles]. We have a group for kids with autism starting in
the Fall and we can fit you right in! Do not worry about a thing. I am sorry, but I have another
appointment. Do you have questions?
B: Yes, but…
A: My intern will give you the name of book you can use as a reference. Will see you in the Fall. Sorry,
got to rush.
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Appendix 5: Cover letter explaining task for novice clinicians
Dear clinician,
Thank you for participating in the current research study. Your time and input are appreciated.
In the next few minutes, you will be asked to rate the quality of clinical interactions depicted in
two videos based on a rating scale.
Both videos focus on interactions within the pediatric context. While rating the videos, you will
be asked to take the perspective of the caregiver (i.e. mother).
After completing your ratings, please write your comments regarding what struck you the most
about each interaction. What caught your attention? What was most salient to you? What
behaviors seemed most relevant and why?
We thank you kindly for your participation!
Regards,
--Lini Nakano.
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Appendix 6: Qualitative component added to the CARE measure
What were your impressions of this clinical interaction? Specifically, what emotions, attitudes, and
behaviors demonstrated by each party were most salient to you?
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Appendix 7: Debriefing questionnaire
1. Describe your caseload this semester (i.e. individual patients, groups, etiologies of
communication disorders)

2. List the classes you took this semester. In your opinion, did any of the coursework you took
influence your relationship with your clients (i.e. made it easier, provided you background or
context, or a framework to work from)?

3. Describe the supervision you received over the course of the semester. What was positive? What
could have been more helpful?
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Appendix 7 (continued)
4. Describe the most positive and rewarding aspects of the semester.

5. Describe the most challenging and frustrating aspects of your clinical experience this semester.
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Appendix 8: Client assignments for the LP practica
Clinician
1
2

Individual Clients
did not respond
2 school age
children

Disorders
did not respond
ASD

Focus of treatment
did not respond
pragmatics
receptive language
expressive language

Group
did not respond
group with clients
with ASD

3

1 preschool child

not specified

preschool group

4

1 child (3.5 y.o.)

phonological disorder
receptive and
expressive language
disorder
ASD

minimally verbal
poor self-regulation

type of group not
specified

5

1 child (age not
specified)

developmental delay

not specified

type of group not
specified

6

1 child (4 y. 6 mo)
1 adult (26 y.o.)

Phonological disorder
Bilateral SNHL

Not specified
Aural rehab

only child attended
group; type of group
not specified

7

not specified

not specified

type of group not
specified

8

3 children (ages not
specified)

phonological disorder
which turned out to be
apraxia
ASD

language
pragmatics
AAC

2 clients attended
group (type of group
not specified)

9

1 child (2 y 9 mo)

"speech-delayed"

"not talking"
"zero interaction with
peers"

preschool group

10

2 clients (ages not
specified)

ASD

literacy
language(prepositions
and pronouns)

both clients
participated in group
(type of group not
specified)

11

3 school-age
children

ASD

social language
behavior
reading
comprehension

1 client seen in group
(type of group not
specified)

12

1 child (2 y 8 mo
preschooler)

ASD

phonological and
phonotactic
inventories
AAC for expression
communicative acts
social skills

group with clients
with hearing
difficulties,
articulation, and
language disorders

13

1 preschool-aged
child
2 school-aged
children

not specified

articulation
social interaction
language

not specified how
many of the clients
attended group
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Clinician
14

Individual Clients
1 client (6 y.o.)

Disorders
articulation,
phonological disorder,
reading disorder

Focus of treatment
phonological
awareness

Group
group for
phonological
awareness

15

1 preschool-age client

phonological disorder
mixed expressivereceptive language
disorder

not specified

Preschool group
with articulation
and phonological
disorders of various
etiologies

16

1 child under 3 years
of age

not specified

17

2 clients (ages not
specified)

group with children
with language
delay; some kids
were in the ASD
spectrum
no group
involvement

18

1 client (age not
specified but mentions
range of 3-5 years old)

developmental delay,
mixed receptive and
expressive language
disorder (possible
ASD)
one client had a
hearing impairment;
other client was not
specified
highly unintelligible
(not specific)

not specified

type of group not
specified

19

1 client (2 years old)

language delay

not specified

group with children
with language
delays and ASD

20

1 client (age not
specified)

B SNHL and
phonological disorder

not specified

type of grop not
specified

21

1 preschool client

articulation disorder

not specified

type of group not
specified

22

1 client (age not
specified)

childhood apraxia of
speech

not specified

type fo group not
specified

23

1 child (2 y.o.)

ASD (echolalic)

not specified

24

2 school-age children

ASD

social and
pragmatic skills

group with kids in
the ASD spectrum
and other
developmental
delays
2 groups focusing
on social and
pragmatic skills

25

1 client (3 y 8 mo)

cochlear implant

aural rehabilitation
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not specified

group with mixed
etiologies

Appendix 9: Client assignments for the VFN practica
Clinician Individual
Clients
1
1 (age not
specified)

Disorders

Focus of treatment

Participation in Group

TBI

not specified

type of group not specified; same
patient seen in individual and group

mild anomia and
apraxia of
speech
aphasia

not specified

"low functioning" adult group with
individuals with aphasia, TBI

not specified

communication group with 3 clients

2

1 (age not
specified)

3

1 (age not
specified)

4

1 (age not
specified)

nonfluent
aphasia

not specified

aphasia group

5

1 (74 y.o.)

Broca's aphasia
2' stroke 3 years
past

high level cog-communication group
(various etiologies)

6

1 (age not
specified)

Broca's aphasia
2' left CVA

memory, problem
solving, verbal
expression, written
expression.
not specified

7

1 female
patient in her
20's

TBI

reading recall,
spelling of irregular
words, oral reading
fluency (indiv tx).

individual patient was also seen in
group. Goals addressed memory,
executive functioning, and
communicative intent

8

1 (geriatric)

1 (age not
specified)

expressive
communication and
reading
comprehension
not specified

lower functioning group (9 men included individual client)

9

aphasia and
apraxia s/p 2
strokes in 2
months
Broca's aphasia

10

1 (age not
specified)

Ataxic
dysarthria

not specified

group for individuals with
aphasia/cognitive deficits

11

1 (geriatric)

not specified

group of 4 adult/geriatric patients
with aphasia, apraxia, dysarthria and
cognitive/memory impairments

12

1 (age not
specified)

stroke 10 years
post with
aphasia and
dysarthria
TBI

cognition

13

1 (34 y.o.
male)

aphasia and
dysarthria
secondary to
TBI

not specified

high functioning adult group with
aphasia, apraxia, and memory
impairments.
High level group with 7 indidividuals
with varied etiologies (TBI, stroke)
and disorders (aphasia, dysarthria,
cognitive-communication deficits)
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high functioning adult and geriatric
group with aphasia

group of 3 participants with with
TBI, Broca's aphasia, and dementia

Appendix 9 (continued)
Clinician Individual
Clients
14
1 (39 y.o.)

Disorders

Focus of treatment

Participation in Group

Broca's aphasia
and apraxia of
speech
s/p TBI
secondary to
MVA (9 years
post onset)
TBI s/p GSW

not specified

aphasia conversation group with 6
participants (adult/geriatric)

not specified

Apraxia group (s/p CVA)

language

Aphasia group

15

1 (25 y.o.)

16

1 (age not
specified)

17

1 (39 y.o.)

accent
modification

Compton approach
to accent
modification

Parkinson's group (LSVT)

18

1 (geriatric)

conduction
aphasia

not specified

high functioning aphasia group for
adults and geriatric patients

19

1 (age not
specified)

memory
compensatory
strategies

Group with participants with various
disorders and etiologies (broca's
aphasia, TBI, dysarthria, dementia,
aphasia)

20

1 (age not
specified)

not specified

2 participants seen in group - type of
group not specified

21

1 (young
male)
1 (age not
specified)

bilingual
Spanish-English
with anomic
aphasia (high
functioning)
multiple
sclerosis with
language and
cog deficits
TBI

not specified

cognitive-communication group

Down Syndrome

not specified

aphasia group

22
23

1 (age not
specified)

dementia

not specified

severe aphasia group

24

1 (age not
specified)

Broca's aphasia
and apraxia of
speech

Group of 3 participants. Disorders
included anomic aphasia, MS, and
ataxia

25

1 (age not
specified)

26

1 (22 y.o.)

Broca's aphasia
and severe
apraxia
cognitive
communication
disorder

communicating
through alternative
means (other than
speaking)
not specified
not specified

aphasia conversation group with 6
people (geriatric and adults)
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group with 3 patients (aphasia,
dementia, TBI and dysphagia)

Appendix 10: Directions for independent raters on how to code high and low empathy
videos using a-priori codes
Dear coder,
Thank you for agreeing to be a part of this project. The samples you are about to read were written by
graduate students in speech-language pathology in response to two clinical videos. Both videos displayed
clinical interviews involving a speech-language pathologist and the mother of a pediatric client with a
suspected diagnosis of autism. One of the videos displayed an interaction in which the clinician was
empathetic, whereas the other video displayed an interaction in which the clinician showed very little
empathy. The clinicians were asked to write what was most salient to them about each video.
The samples have been segmented into units. Your assistance is needed to sort each of the units into one
of the possible categories described below:
Descriptions of Codes

Descriptions/qualifiers for
clinician
Descriptions/qualifiers for
mother

Descriptions/qualifiers for
dyad, interaction, or
interview

Clinician’s actions

Mother’s actions

Dyad actions or actions
pertaining to both parties

Positive
Any word or phrase used to describe
or qualify the CLINICIAN’S
attitude, demeanor, emotions, or
behaviors in a POSITIVE way.
Any word or phrase used to describe
or qualify the MOTHER’S attitude,
demeanor, emotions, or behaviors in
a POSITIVE way.
Any word or phrase used to describe
or qualify the attitude, demeanor,
emotions, or behaviors of the DYAD
(i.e. mother and clinician), the
interaction, or the interview in a
POSITIVE way.
Verbs and their complements which
refer to POSITIVE actions/behaviors
displayed by the clinician over the
course of the interaction.
Verbs and their complements which
refer to POSITIVE actions/behaviors
displayed by the MOTHER over the
course of the interaction.
Verbs and their complements which
refer to POSITIVE actions/behaviors
displayed by the DYAD (i.e.
clinician and mother together) over
the course of the interaction.
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Negative
Any word or phrase used to describe
or qualify the CLINICIAN’S
attitude, demeanor, emotions, or
behaviors in a NEGATIVE way.
Any word or phrase used to describe
or qualify the MOTHER’S attitude,
demeanor, emotions, or behaviors in
a NEGATIVE way.
Any word or phrase used to describe
or qualify the attitude, demeanor,
emotions, or behaviors of the DYAD
(i.e. mother and clinician), the
interaction, or the interview in a
NEGATITVE way.
Verbs and their complements which
refer to NEGATIVE
actions/behaviors displayed by the
CLINICIAN over the course of the
interaction.
Verbs and their complements which
refer to NEGATIVE
actions/behaviors displayed by the
MOTHER over the course of the
interaction.
Verbs and their complements which
refer to NEGATIVE
actions/behaviors displayed by the
DYAD (i.e. clinician and mother
together) over the course of the
interaction.

Appendix 10 (continued)

Student clinician’s
personal opinions

Positive
Positive personal opinions of the
student clinician regarding the video.
May be expressed in terms of:
‐ Praise towards the clinician or
the mother
‐ Positive conditional statements
(if it were me… / if I were the
mom)
‐ Personal reflections regarding
behaviors seen in the video or
about what is valuable / not
valuable in terms of clinical
experience
‐ Positive personal feelings
towards any of the characters
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Negative
Negative personal opinions of the
student clinician regarding the video.
May be expressed in terms of:
‐ Criticism towards the clinician
or the mother
‐ Negative conditional statements
(if it were me…/If I were the
mom…)
‐ Personal reflections regarding
behaviors seen in the video or
about what is considered
valuable/not valuable in clinical
experience
‐ Statements about what the
clinician should have done or
things that were missing in the
interaction
‐ Negative personal feelings
towards any of the characters

Appendix 11: Negative clinicians’ personal opinions for the high empathy video organized
by themes
Themes
Critique of
clinician’s
professional
skills

Pre-Test













Impressions
about the
mother





Critique of
Interview
Format




Post-Test

“I thought the clinician might have suggested
full evaluation for ASD if she had thought that
was a possibility. Is she delaying for a good
valid reason?“
“Maybe will not remember details if she does
not written down.”
“Need a balance! In my experience the speech
pathologists and psychologists did not take my
concerns seriously about my daughter and were
too reassuring and stopped intervention too
soon (she’s ok, she will outgrow it, it’s due to
living in Europe, etc) and so she never received
the therapy I believe she needed as a young
child and she had multiple problems and
difficulties in middle school and high school
both socially and academically. So we must be
careful not to be too ready to reassure or
downplay problems.”
“The clinician should have made sure the
mother actually knew what autism was.”
“I did feel a bit rushed… regarding making the
plan.”
“The only thing that I did not hear a lot of was
details of what the child’s disorder actually
means in terms of the future.”
“She could have instead asked for more details
(i.e. did he lose language, what words can he
say, does he understand more than he
expresses).”
“I felt the worry for Autism was pushed to the
side a little and was not discussed maybe as
much as mom would have liked, but it was
mentioned as a possibility.”
“The mother’s concerns about a “too late’
pregnancy or autism weren’t really addressed
[by the clinician].”
“Mother seemed concerned but not as
concerned as I would expect. “
“The mother still appeared to be concerned.
This may be due to the fear of the unknown.”
“Sometimes parents are frightened if doctors are
too blunt about “autism” or “language disorder”
diagnoses and don’t realize impact on parent.”
“I feel like this kind of interview might not
yield enough information especially that it relies
heavily on letting the caregiver take the lead.”
“The caregiver report is very subjective and
might be too biased to take word for word.”
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Maybe a bit over the top with the “thank
you’s”? (re: clinician)
I think perhaps she could have provided
more technical information (i.e. about
language delays, autism, normal
play/language at this age, but maybe it’s
not her role in this first meeting.
Also maybe more detailed info about
what they would do in therapy – she just
says playing with sticks (and sticks are
very dangerous to play with 2 year olds!)
I think she could have interjected a bit
less while the mother was talking.
I would have explained a little more
about autism to explain why I didn’t
think that her child had it.

Appendix 12: Negative clinicians’ personal opinions for the low empathy video organized
by themes
Themes
Critique of
clinician’s
professional
skills


















Impressions
about the
mother









Pre-test
“She is exactly what we’ve been taught not to
be.”
“Jeesh! This was the complete opposite of how a
session should go.”
“This video is probably the exact example of
what not to do.”
“A clinician should never say that to a parent!”
“I can tell that this clinician did not attend USF.”
“I felt that the clinician was doing an awful job
conferencing with the parent.”
“It was not right to leave the mom hanging after
giving such news.”
“To give a devastating diagnosis such as autism
then walk away seems incredibly cruel.”
“She needs to learn patient care and empathy
skills in order to be a proper clinician.”
“Information should have been given to the
mother right on the spot.”
“I also found it surprising and almost negligent
that she would diagnose the child with autism
after only observing him for a few minutes.”
“A clinician should never say “that was bad.”
“The clinician, in my eyes, didn’t do a single
helpful or positive thing the entire time.”
“It seems like the clinician did more harm than
“Computers may be more efficient, but they
create a barrier between the client and the
clinician during the interaction.”
“I am not too sure that clinician would have a
job for very long in the real world.”
“In conclusion, this clinician should be fired!”
“She (mother) should have given specific
examples of the child’s behavior to illustrate a
clearer picture for the clinician.”
“Even if the clinician is correct about the child’s
diagnosis, I don’t think the mother would accept
it.”
“The mother left feeling guilty, hopeless and
overwhelmed which is the opposite of the
clinician’s job.”
“(The SLP’s) this attitude probably will prevent
the mother from understanding her son / seeking
appropriate tx because the clinician made such a
bad impression.”
“That (autism diagnosis) is very scary to hear as
a parent with no helpful info.”
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Post-test














“It was also inappropriate for the
clinician’s students to answer questions
for the mother.”
“She should have made more effort to
console the mom.”
Also, who “diagnoses” autism like that?!
A clinician should never make such a
statement without in depth evaluation.”
“I feel that she failed miserably at
creating a good working relationship
with the mother which is essential in
building trust for succeeding
intervention.”
“Talking to a parent/treating them like
that are sure ways to cause them to
ignore the recommendations.”
“A diagnosis of any kind should be
followed up with time for explanation
and questions.”
“The clinician’s findings and the way
they were presented to the mother was
inappropriate.”
“She should not have shared with the
mom, since she did share she could have
at least explained her reasoning, what
would happen next, and reassure the
mom.”
“The phrase “pretty bad” sounds
atrocious out loud and I know I’ve said
it in clinic; learning to filter is hard.”
“Every child will ignore their mother if
bubbles are presented.”

Appendix 12 (continued)
Themes
Perspective
Taking












Emotional
reaction to
the video




















Pre-test
“As a student, if that clinician was my
supervisor and part of my job was explaining
to a hysterical mother what was going on with
her son, because the clinician was too busy,
I’d be running towards a career change.”
“If I were that mother I would have left
immediately and went somewhere else to have
her son evaluated.”
“If I was the mom, I would not be coming
back.”
“If I was the mother, my child would not be
coming back to that SLP. “
“If I were the mother I would not feel
comfortable having this clinician treat my
child.”
“I could only imagine how the mother felt.”
“She (clinician) made me feel as if the mother
had done something wrong + was being
punished.”
“I would feel angry that I was pushed off to
talk to the student for answers.”
“I feel a little bad for the mother.”
“I think it was a terrible first impression for
the client’s mother”
“The interaction made me angry for the mom
& child & gave me goosebumps due to the
helpless situation it left the mother in.”
“Watching the video made me
uncomfortable”
“It was very uncomfortable to watch the
clinician act in such an inappropriate manner.”
“It was an uncomfortable video to watch.”
“Terrible to watch.”
“Terrible judgment.”
“Pretty horrible“
“Terrible!”
“I was flabbergasted.”
“My heart broke when the clinician blurted
out ‘your son has autism’”
“The lack of emotion really disturbed me.”
“Nothing about this appointment was okay!”
“I was very shocked at the attitude that the
clinician had towards the client’s mother.”
“What struck me the most was the clinician’s
inhuman nature.”
“I would feel as if a truck had just ran over
me.”
“She (clinician) was horrible!”
“This clinical interaction was almost painful
to watch.”
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Post-test














“If I were the mother, I would also be
considering walking out of the appointment
knowing that if the clinician presented
herself in that manner during an interview,
the treatment would reflect the same, which
is not in the best interest of the child.”
“If I were the mother I would not bring my
son to this clinician.”
“Not a clinician I would want to work
with.”

“I could feel the tension/atmosphere just by
watching the video.”
“Just watching the video was
uncomfortable!!”
“I hated this clinician.”
“I would not take my child to that SLP
again.”
“She seems as if she would be all negative
when treating people as well.”
“Terrible ending!”
“This is the worst clinician ever!”
“In my opinion, no one should treat another
person so harshly (saying her child doesn’t
like her) much less a clinician.”

Appendix 13: Directions for independent raters on how to code high and low empathy
videos using a-priori codes

Dear coder,
Thank you for agreeing to be a part of this project. The samples you are about to read were written by
graduate students in speech-language pathology during a debriefing interview at the end of their first
semester of clinic exposure.
The samples have been segmented into units. Your assistance is needed to sort each of the units into one
of the possible categories described below:

Code

Personal Mastery
and Supervision

Coursework and
Practica Demands

Working with Clients
and Caregivers
Interpersonal
Relationships

Description for Most Frustrating
Aspects (Negative)
Statements pertaining to feelings of
ineptitude or uncertainty regarding
clinical work. May refer to novice
clinicians’ descriptions of how they
felt uncertain, underprepared, unfit,
overwhelmed, helpless, or lost at the
beginning of their clinical work. It
may also refer to novice clinicians’
desire to have more modeling,
guidance, or feedback from their
supervisors due to being “thrown into”
clinic without enough preparation.
Statements regarding “juggling” of
multiple responsibilities (i.e. personal
life, coursework, clinic). It may also
pertain to the “nuts and bolts” of being
in a clinical practica (i.e. creating
meaningful goals, writing
notes/documentation, preparing for
each session, taking data, locating
materials, adapting when sessions do
not go as planned, making materials
that stimulate clients’ interests, and
locating evidence-based resources) or
the relevance of coursework to clinical
practice.
Any negative statements pertaining to
relationships with specific clients,
different client populations, or
caregivers.

Description for Most Rewarding
Aspects (Positive)

Any negative statements pertaining to
relationships with peers, staff,
supervisors, or professors.

Any positive statements pertaining to
relationships with peers, staff,
supervisors, or professors.
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Statements in which novice clinicians
reported feeling less overwhelmed or
nervous and started to feel more
confident in their clinical skills. May
also include comments regarding
feeling recognized by supervisors,
becoming a stronger person,
experiencing personal growth, or
feeling validated in their career
choices.

Statements pertaining to a feeling of
confidence or mastery handling
various aspects of clinic, such as
writing up notes/documentation,
creating treatment plans, finding
resources for clients, understanding
how to do specific treatments.
Statements may also pertain to being
successful in their coursework (i.e.
gaining knowledge, passing courses)
Any positive statements pertaining to
relationships with specific clients,
different client populations, or
caregivers.

Appendix 14: Comments regarding the “most rewarding aspects” of the semester organized by codes (groups combined)
Personal Mastery and
Supervision
1. There was a certain point in
the semester where I stopped
being nervous.

Coursework and Practica
Demands
1. Improved a lot with
documentation

2. Getting in a routine of feeling
more confident in my sessions

2. Starting to feel
comfortable/confident in the
clinic, with paperwork etc.

3. Feeling of achievement the 1st
time my supervisor didn't
come into the room during my
session

3. It took 2/3's of the semester to
really understand what was
going on with his reading
comprehension & finally
figuring it out was awesome.

4. Also, receiving the
opportunity to have hands-on
experience allowed me for
self-growth.

4. Gained a lot of clinical
knowledge

Working with Clients and
Caregivers
1. When my client was
successful at a task they
previously were unable to do.
In the final session, one client
demonstrated topic
maintenance which he had
been working on all semester.
He got off topic, paused, then
said: "We can talk about that
later!" which is what I used to
tell him. He finally understood
and self-monitored!
2. The most positive aspect for
me was seeing such a change
in my client. I don't want to
work with children, but I
enjoyed the end result.
3. The most positive moment
was when my client showed
me how much he had learned
by yelling out parts of his
treatment plan while he was
on a playground break! I knew
he had fully comprehended
what we were learning and
could apply it to everyday life.
4. Seeing the progress of my
client as well as the progress
the preschool group made.
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Interpersonal Relationships
1. Working as a team with the
other students and professors

2. Co-treating

3. Developing relationships with
classmates

4. made some friends in class

Appendix 14 (continued)
Personal Mastery and
Supervision
5. I looked forward to the time I
got to spend with my clients
each week, which solidified
my desire to be a clinician.
6. Although overall the semester
was frustrating, it was
wonderful to end on a high
note.

Coursework and Practica
Demands
5. Passing courses

Working with Clients and
Caregivers
5. Seeing my client's progress!
He did amazing things.

Interpersonal Relationships

6. Learned a lot in a few months.

6. I also enjoyed the friendships
I made with my classmates.

7. I found I was more capable
than I had imagined.

7. The most rewarding aspect
was learning to work with a
preschool age client.

8. Becoming more confident as a
clinician

8. Learning about different types
of disorders.

6. I found It very rewarding to
see the progress my clients
made over the course of this
semester. Knowing that what I
did really made a difference
made me feel happy.
7. The most rewarding aspect of
the semester was seeing how
far my client came from the
beginning until the end and
how much we bonded.
8. My client made progress.

9. My final meeting with my
supervisor had a big impact
because she expressed a high
opinion of me & that meant a
lot.
10. Hearing/receiving feedback
from my supervisor on how
good I am with my clients.

9. Successfully discharging my
first adult client

9. Watching the progress they
made throughout the semester.

10. My preschool client was very
cute, and it was a great feeling
to see him make progress
throughout the semester.
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5. Friendly peers and professors

7. Other students were mostly
very supportive/helpful.

8. We grew as a cohesive unit
and leaned a lot from each
other.
9. Friendly professors

10. Professors were approachable
and helpful.

Appendix 14 (continued)
Personal Mastery and
Supervision
11. Receiving positive feedback
from my supervisor.

12. I think this semester helped
me to become more of a
selfless person.
13. My patience is weak, but grew
stronger.

14. I am emotionally attached to
this career and I was not
before.

Coursework and Practica
Demands

Working with Clients and
Caregivers
11. Seeing the client's progress.

Interpersonal Relationships

12. The most rewarding aspect
was seeing improvements in
my client and watching him
reach his goals.
13. It was also awesome to watch
my client go from making
errors that needed verbal and
visual cues to scaffold to
making errors that could be
self-corrected without me
saying anything.
14. It was also rewarding to see
the progress he made towards
his goals.
15. Seeing the progress my clients
made by the end of the
semester made it all worth it.
16. Most positive was seeing how
much my clients improved
during my final parent
conference.

12. I had an awesome supervisor
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11. The most positive is the
support and friendliness of the
professors. Wow! Could not
have asked for a better group
of educators who genuinely
cared about my learning and
experience.

Appendix 14 (continued)
Personal Mastery and
Supervision

Coursework and Practica
Demands

Working with Clients and
Caregivers
17. The most rewarding aspect
was watching my client make
progress.
18. The most positive and
rewarding aspects were
making progress with my
client
19. The most rewarding aspect
was seeing the improvements
my client made over the
course of the semester. It was
great to see his confidence in
his speech improve as well.
20. He learned so much from me
and progressed.
21. Seeing my client progress and
eliciting language and stories
from individuals with aphasia
and cognition issues.
22. Seeing client track progress
and her happiness
23. Seeing a person who is
struggling make progress is
always a joyful thing.
24. Most positive and rewarding
aspect this semester was
seeing my client improve and
watch him succeed in tasks I
gave him.
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Interpersonal Relationships

Appendix 14 (continued)
Personal Mastery and
Supervision

Coursework and Practica
Demands

Working with Clients and
Caregivers
25. I got to watch my client
improve over the course of the
semester from therapy I chose
(so rewarding).
26. My client improved so much
he got to transfer to solely
group next semester which is
also insanely rewarding to
know I helped get my client
there.
27. The most rewarding aspects of
the semester were watching
clients improve
28. The most rewarding aspect of
the semester was seeing my
clients progress, and therefore,
more successfully
communicate compared to the
beginning of the semester.
Seeing its impact reflect
everyday life was fulfilling.
29. Seeing my client improve her
spelling through
compensatory strategies was
also great.
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Interpersonal Relationships

Appendix 14 (continued)
Personal Mastery and
Supervision

Coursework and Practica
Demands

Working with Clients and
Caregivers
30. The most rewarding and
positive aspects were when I
felt like the client worked
really hard and gained
something from therapy. Also,
during the end of the semester
when I put my charts together
of their progress, it was
rewarding to see how far they
had come.
31. It was rewarding to see how
much my client had improved
how grateful her family was
for our services.
32. I got very excited when my
client began to use
compensatory strategies
independently.
33. Client was proud of himself as
well with the progress he's
made.
34. Some successful treatment
35. When my client wrote me a
thank you card.
36. My client gave me a picture
she painted.
37. During the last session, my
client was really grateful for
the work we've done with him
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Interpersonal Relationships

Appendix 14 (continued)
Personal Mastery and
Supervision

Coursework and Practica
Demands

Working with Clients and
Caregivers
38. At the end of the semester,
everyone thanked me, and that
felt nice.
39. How much we bonded
40. My client invites me to come
to his house and play with his
toys.
41. I loved working with both of
my clients and getting to
know them.
42. The most rewarding aspects of
this semester were building
relationships with my clients
and witnessing their growth.
43. My client was very
affectionate, and it was very
uplifting to receive hugs and
laughter from him during our
session.
44. In my last few sessions my
client started smiling at me
and hugging me.
45. How excited/happy my
client(s) were during certain
activities.
46. I really enjoyed getting to
know my clients
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Interpersonal Relationships

Appendix 14 (continued)
Personal Mastery and
Supervision

Coursework and Practica
Demands

Working with Clients and
Caregivers
47. Working with adults and
geriatrics this semester it was
really interesting being [able]
to just talk to and get to know
them.
48. Building a relationship w/ my
client and his caregiver
49. Working with all of my
clients.
50. Good client relationship
51. Seeing clients happy to begin
therapy with me. Even though
not many of my clients made
great gains goal wise, they
were always smiling
throughout the sessions and
that feels really great.
52. I felt that I grew alongside my
clients as a clinician.
53. I really was able to see the
extent of how much he has
improved when I held the
final parent conference with
his mother and she got very
emotional that the semester
was ending and how happy
she was with the progress
made in such a short time.
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Interpersonal Relationships

Appendix 14 (continued)
Personal Mastery and
Supervision

Coursework and Practica
Demands

Working with Clients and
Caregivers
54. Seeing him communicate and
hearing his mom say it was
carrying over at home as well
was incredible.
55. One of the most rewarding
aspects of the semester was
when my client's parent told
be [me] in our final
conference how much he
loved coming to speech, and
how much others can
understand him.
56. Also hearing from my client's
mother that he asks if it is
Tuesday yet because he loved
coming to see me so much.
57. When her father told me that
we could see a clear
improvement I was very
proud.
58. She started using some
purposeful word
approximations and her mom
told me how happy and
excited their whole family was
to see this progress!
59. My client made it to every
session because of parent
involvement.
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Interpersonal Relationships

Appendix 14 (continued)
Personal Mastery and
Supervision

Coursework and Practica
Demands

Working with Clients and
Caregivers
60. My client's wife told me that
this semester was the best
therapy he had even received.
61. I enjoyed working with my
adult client because at first I
found aural rehabilitation very
challenging, but I learned a lot
from her and I think we both
made progress this semester.
62. Completing my first semester
of clinic and feeling as though
I made a positive difference in
the lives of those I worked
with.
63. Most positive and rewarding
aspects of the semester were
seeing the things I was doing
in therapy working for the
client and having him "get it"
64. The most rewarding part of
this semester was seeing my
client improve and seeing
them excited about therapy.
65. Seeing him use the
communication book we made
was really rewarding as well.
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Interpersonal Relationships

Appendix 14 (continued)
Personal Mastery and
Supervision

Coursework and Practica
Demands

Working with Clients and
Caregivers
66. It felt like I really made a
difference in their lives.
67. First off, I really enjoyed my
clients. They were sweet,
funny kids, and I always
looked forward to seeing them
each week.
68. But the most rewarding was
watching them make progress.
69. I had one parent hug me and
another one tell me that the
session I had don was her
child's best one (and she has
been here for 3 years).
70. Also, on the first day, one of
my clients showed very
minimal comprehension skills
during reading. On the last
day, she was able to
accurately sequence the events
of the story. I was nearly in
tears watching her do that
71. Final conference with client
72. Overcoming the difficult
situation of expecting an
aphasia client and receiving
something else.
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Interpersonal Relationships

Appendix 14 (continued)
Personal Mastery and
Supervision

Coursework and Practica
Demands

Working with Clients and
Caregivers
73. They would share stories
about their lives and could
carry conversations with you.
74. Developing relationships with
clients
75. I got to see my client be
discharged, which was a huge
success for him.
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Interpersonal Relationships

Appendix 15: Comments regarding the “most frustrating aspects” of the semester organized by codes (groups combined)
Personal Mastery and
Supervision
1. I felt like I was "winging it"
quite often.
2. It was a new area for me and
even by doing research, I was
lost. It was a lot of trial and
error.

Coursework and Practica
Demands
1. Juggling classes, clinic and
work and having no time
for family/myself.
2. The paperwork can be
difficult at times.

3. Not knowing what I was doing
and how to approach each
session. It was very frustrating
feeling lost and spending so
much time and energy just
trying to figure out what I was
supposed to do.

3. The most challenging part
of this semester was
learning what was expected
of our clinical paperwork
over the first few weeks.

4. It was complicated and I never
felt like I knew what I was
doing!

4. So much paperwork that is
not always useful or
realistic to what it will be
like in the real world.
5. Also, doing so much
paperwork that all seemed
quite redundant.

5. It was challenging to be
expected to know exactly what
was best for my client,
especially because I have
never worked with AR before.

Working with Clients and
Caregivers
1. Having non-verbal very
young children with ASD

Interpersonal Relationships
1. Working in groups to complete
projects.

2. I hated working with the
population I was assigned to,
young children with autism.
I felt like I was tricking my
client into doing what I
wanted her to do, rather than
teaching her. It kind of felt
like training a pet, not
teaching language/social
skills.
3. The most challenging was
definitely dealing with
temper tantrums. My client
would throw herself on the
ground and scream. It wasn't
fun at all! My biggest fear
was that I'd end up with a
child with behavior issues,
and then it happened.
4. Caregiver's behavior was
inappropriate and extremely
challenging.

2. For me, the most challenging
thing this semester was
maintaining composure and
patience during group therapy and
joint diagnostics.

5. I had one client who would
frequently protest being in
therapy. I would try hard to
make it interesting for him,
but he still wasn’t into it.

5. not a great supervisor relationship
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3. I am grateful for the education I
received from my professors in
learning how to work through it.

4. Having trouble reaching out to
peers.

Appendix 15 (continued)
Personal Mastery and
Supervision
6. The adjustment period (first
month) & feeling like I was
doing my client a disservice
by being his clinician. I was
really worried about the
quality of my intervention &
whether I was helping him or
not.
7. Evaluations were very
stressful, not experienced,
didn't understand how to do

8. Parent meetings - same
problem, lack of experience so
did not feel confident about
what to say/not say

Coursework and Practica
Demands
6. The most challenging
aspect of my semester was
the preparation for clinic.

Working with Clients and
Caregivers
6. It was difficult and I felt
unprepared to deal with
behavioral issues and
redirecting the client to a
task.

7. Having a young client
7. It was frustrating to have a
required me to be prepared
treatment plan but only get
with fun, different, and
through half of it because I
various activities to do each
felt like I wasn't doing a good
session.
job at maintaining the client's
engagement.
8. Difficulties with my client's
8. The most challenging
mother.
aspects were the amount of
preparation that went into
each session

9. Figuring out a plan of care to
fit my client's needs.

9. Were stressful getting
materials ready for each
session

9. Behavioral issues

10. The most challenging part was
choosing a diagnostic test for
someone really don't know in
an area with little background.

10. The challenge of making
therapy fun was also hard
to figure out at first.

10. Dealing with client refusals
of participation in therapy.
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6. Hearing discord between
professors and supervisors.

7. Supervisors/professors not all
being on the same page in terms
of course materials and
information.
8. At times, I felt I was doing more
of the work than fair. The same
frustration occurred in similar
situations during class group
projects. However, this ultimately
did not have a negative effect on
my grades.
9. Getting along with my peers. I
come from a very different
background from many of them
and it made relating occasionally
difficult.

Appendix 15 (continued)
Personal Mastery and
Supervision
11. I was very frustrated in the
beginning when I would get
my treatment plan back like
seven times with comments
basically saying: "Nope, that's
not quite it… Think of this
and this…" By the seventh
time, if I'm not getting it, it's
because I really don't know
the answer or how to write
that goal.
12. I wish my supervisor would
have let me fail twice or three
times and then helped me out.

Coursework and Practica
Working with Clients and
Demands
Caregivers
11. My client grew increasingly
11. At times it was
frustrated with therapy until
overwhelming, especially
eventually shouting at me
when I would spend a lot of
then leaving therapy, not
time preparing and then the
planning on returning.
activity would not go as
planned or my client did
not express an interest in
doing it.

13. The most frustrating aspect of
my clinical experience was the
overwhelming feeling at the
start of the semester. After I
got the hang of things it was
very enjoyable and I looked
forward to seeing my clients
each week.

13. Treatment plans at the very
beginning.

12. Creating treatment plans.

12. Working with kids is not
what I am interested in, so it
felt like I was just running
out the clock on the semester
so I could move on to adults.
I wasn't interested or
involved I what I was
learning/doing. It felt like I
was just going through the
motions. It was such a relief
to be done.
13. The most challenging part of
this semester was learning
how to be assertive with a
client without feeling like I
was being "mean." I learned
positive reinforcement and
how to fully take control of a
situation with a client.
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Appendix 15 (continued)
Personal Mastery and
Supervision
14. Being thrown into something
brand new and basically
expected to fail and be
critiqued.

Coursework and Practica
Demands
14. The first few sessions and
corresponding
documentation was pretty
difficult.

15. DX - felt helpless and
underprepared and not
knowledgeable enough to
complete thoroughly and
properly.

15. The most challenging
aspects including learning
how to properly document
the sessions, taking data

16. Being thrown into clinic with
a real client with not enough
preparation.

16. I was frequently challenged
by coming up with similar
(but new) activities every
week for my individual
client, but I always
managed to think of
something that would work
well.

Working with Clients and
Caregivers
14. One of my clients was absent
for seven sessions, which
made it difficult to see him
progress and cater
intervention to his skill level
because it fluctuated.
15. One of my clients was 5 and
barely spoke (echolalic), so it
was challenging to create
activities that would engage
his attention enough for him
to participate. One goal was
to expand his utterance
length/variety since he often
said "I want" regardless of
the sentence strip shown. It
was difficult to find ways to
break the habit since he
became so fixated on the "I
want" phrase or repeating the
last word I said.
16. I had a difficult time with my
adult client because she was
very shy and did not often
give me very much feedback
of if she was enjoying
therapy or if she felt it was
helping her.
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Appendix 15 (continued)
Personal Mastery and
Supervision
17. I think being thrown into
clinic and having to learn as I
went was hard, but after each
week it became easier.

18. Feeling unprepared at the
beginning of the semester.

19. The beginning, starting off in
clinic without much guidance.

Coursework and Practica
Demands
17. Most challenging and
frustrating aspect was
trying to find evidence
based practices to use for
my client because he was
so high level. He needed
more challenging things
sometimes than what I
found in regards to EBP.
We needed to work on
more functional tasks.
18. When a therapy
technique/approach did not
work

19. Writing tx plans without
having the stimuli with me.

Working with Clients and
Caregivers
17. The beginning was
challenging in group
especially because we had to
be able to modify activities
and cueing based on each
client's abilities/cueing level.
It was tough and sometimes I
felt like we weren't doing
what we should be to really
make and impact on each
child but we learned.
18. That I couldn't make great
improvements with my
individual client and that we
had to discharge her even
though she wasn't happy with
that suggestion. She has
received 13 semesters of
therapy here and her stroke
occurred in 2010. So there
isn't much more we could
have worked on that she kind
of hasn't plateaued with
already.
19. Prepared for an aphasia client
(file stated he had aphasia)
and got someone with severe
dementia
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Appendix 15 (continued)
Personal Mastery and
Supervision
20. Figuring out goals, but that
was not very frustrating
because of my supervisor's
support.
21. The most challenging aspect
was figuring out how to do
everything from choosing
assessment tools to planning
treatment sessions every week.

22. Uncertainty of when
assignments are due and if I
was on the right track with
them
23. Learning to be a clinician and
handling clients on my own
when I had never been
exposed to these situations.

Coursework and Practica
Demands
20. It was also frustrating to be
excited about a treatment
plan that goes the opposite
way then expected.
21. The most challenging
aspects of this semester
was adjusting to clinic and
writing goals for my
clients. Clinic was stressful
in the beginning of the
semester until I felt
comfortable with writing
treatment plans.
22. constant deadlines,
working quickly

Working with Clients and
Caregivers
20. The need for very repetitive
work and lack of (client’s)
progress for a while
21. My client’s behavior was
difficult to handle at times,
but the experience helped me
grow as a clinician.

23. Irrelevant coursework (I
felt the most important
thing I am doing is clinic
and I wish my coursework
had aligned better with
clinic through timing (esp.
teaching goal writing when
we are writing goals and
topic). I also understand
this is not always realistic
and I did learn a lot in my
classes that is going to
apply to future
clients/situations.
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Appendix 15 (continued)
Personal Mastery and
Supervision
24. Getting through the first few
sessions with the client and
figuring out how to handle
sessions.

25. not knowing a lot of stuff the
other students knew prior
because I didn't have a preclinical course

26. Learning how to act in a
therapy session and correctly
take data.

Coursework and Practica
Demands
24. I learned things in class
toward the middle to end of
the semester that I think
would have been helpful to
know earlier I think my tx
could possibly have been
more effective or I may
have felt more confident
going into session with
more background
knowledge.
25. The most challenging was
balancing clinic and classes
at the same time. While
classes were helping me to
learn and succeed in clinic,
it was sometimes difficult
to focus on both equally.
However, that became
easier over the semester.
26. Learning how to juggle
everything in the beginning
took a toll on me, but I find
myself to be way more
comfortable about
becoming an SLP than I
was before.

Working with Clients and
Caregivers

122

Interpersonal Relationships

Appendix 15 (continued)
Personal Mastery and
Supervision
27. The most challenging part was
learning how to be more
personable and be a better
problem solver in awkward
situations.
28. I also felt extremely
unprepared for my eval
because my partner did not
want to practice together.
29. Lack of experience prior to
doing the therapy.
30. Doing therapy plans and
reports were also very difficult
due to being so new at it, lack
of experience, lack of formal
training, different language
terms required
31. At times, the lack of
feedback/info provided was
frustrating.
32. I also wish each supervisor
was required to model
techniques in the beginning.
33. It was challenging because it
was new, and I had never been
exposed to goal writing
before.

Coursework and Practica
Demands
27. Looking for appropriate
resources in the beginning
was difficult.

Working with Clients and
Caregivers

28. Getting the semester and
treatment started.
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Appendix 16: IRB Approval letters
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